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3A B S T R A C T
This case study aims at finding out the types of
stress perceived by mothers with mild grade mentally
handicapped children within the age braceket of 2 to 6, and
the behavioral aspect of their coping pattern to situations
related to their stress. Thirty mothers are drawn by
stratified random sampling method from 57 integrated child
care centres located in the urban areas of Hong Kong Island,
Kowloon Peninsula, Tsuen Wan, and Shatin.
The findings indicate that stress of the mothers
exists in three broad areas: (1) stress related to the
psychological and health problems of the mothers, including
their feelings of emotional distress, feelings of uncertainty
about their children's future well-being and school
arrangements, feelings of guilt, feelings of shame, feelings
of inadequacy at reproduction and in guidance, feelings of
confinement, feelings of fatigue, and health problem (2)
stress related to familial problems perceived by the mothers,
including their lack of marital support, sibling rivalry,
pressure from their parents-in-law, pressure from their
families of origin, pressure from their relatives, limited
family outings,' and extra medical expenses and (3) stress
originated from the child problems perceived by the mothers,
including the child problems in speech, social skills,
preliminary learning, self care skills, ill temper, unusual
behaviors, and health.
4Their coping pattern can be categorised into two
types. First, it involves behaviors which are directed to the
prevention, management, and alternation of the source of
problems. It is most frequently used when the mothers are
faced with a problem of immediate concern to them, such as
problems related to their children's growth and development,
health, or finance. Second, it involves behaviors which are
directed at symptom release or restoration of one's coping
energies. Such behaviors are usually applied under stressful
situations which are perceived to be of a lesser importance
to the mothers. In addition, emotion regulating measures
which imply the exercise of cognitive efforts directed at
reducing or managing emotional distress are frequently used
in handling problematic situations of a psychological or
emotional nature.
The following three factors are found to be helpful it
buffering the mothers' perceived stress and in encouraging
progressive and active coping behaviors: (1) availability of
support (2) the mothers' knowledge about normal
developmental progression and needs of the handicapper
children, as well as their competence in managing the
handicapped children and (3) the mothers' awareness anc
appreciation of progress of the handicapped children. The
findings have implications for educational provision,
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1PART A LITERATURE REVIEW AND METHODOLOGY
2CHAPTER I
Introduction
Anyone who searches our local literature and research
materials for work done in connection with parents having
mild grade mentally handicapped children will find that few
books or empirical studies have been written about this
vulnerable group of parents in our society. Our emerging and
rapidly expanding community-based rehabilitation programme
for the mildly handicapped children in day child care
centres, however, calls for more systematic documentation of
the needs of these parents in order to facilitate our
planning and services to them and their handicapped
children.
The report of the Hong Kong 1981 Census Disablement
Characteristics projects that in 1931, 8.37 persons per 1000
population of all ages are disabled and the mentally
handicapped constitutes 20.9% which is the largest portion
of the total disabled population. Furthermore, the Report of
the Working Party on Pre-school Care, Education, and Training
of Disabled Children 1984 estimates that the number of mildly
mentally handicapped children within the age range of 2 to 6
w i l l be 5354 in 1985. They are over three times those of the
moderate and severe grade mentally handicapped and more than
Hong Kong Government, Hong Jong 1931 Cnnsue
Disablement Characteristics (Hong Kong: Government Printer,
1981), pp. 22 & 25.
3twice of those with other disabil ities. Rehabilitation of
this group of children will thereby contribute to the well-
being of our society.
For all young children, parents are seen as the most
potent among all environmental influences in their
development. Supportive parents can greatly assist in the
optimal development of the handicapped children, especially
in the children's early years. The dominant trend in our
rehabilitation services advocates for integrated and
community-based programmes. It also emphasizes the role
3
played by the parents. Without the active involvement of
their parents, the effect of any rehabilitation programme for
this group of children will likely be futile.
Nevertheless, having a mentally handicapped child is
universally recognised as a stressful event to the parents,
particularly to the mothers who are usually the major child
4
caretakers. Unless they can cope with it effectively..
Re22E! of The Working Part, on Pre-school Care A
Education and Training of Disabled Children (H.K.
Government Printer, 1984), Appendix 29.
3 G.A. Roeher,Resources for Personal Training, in
Developing Resources for Mental l Retarded Pe zsons, edited. w wew .mow
by K. Bayes, W. Chan, W.H.Ng, F.C. Tang (H.K.: H.K. Council
of Social Service, 1982), p.26.
Please refer to J. Wort l s,Stress on Families of the
Mentally Handicapped (Paris: International League of Society
for the Mentally Handicapped, 1966) D.M. Boswell J.M.
Wingrove (ed.). The Hand i capped Person in The Community
(London:Tavistock Publications, 1974), pp.138-146 E. Crane
S.K. Willner, A Parental Delimna: The Child With a Marginal
Handicap, Social Casework 1, 1979, pp. 30--35.
4it is likely that they will be paralysed by their stress and
hindered from being able to perform their maternal roles
adequately. This, in turn, will jeopardize the children's
development. Thus, among the many factors contributing to
parental involvement and effective parental skills, the
stress of parents with mentally handicapped children and
ways they cope with situations related to their stress are
worth studying. The result of such research can perhaps
enlighten all who work with these parents and children.
The objective of this research is to study tht
perceived stress and the behavioral aspects of the copinc
pattern of mothers with mild grade mentally handicappec
children. It is hoped that the knowledge gained from thi,
study will promote better understanding about the mothers'
stress and coping pattern, and such understanding will
facilitate the formulation of policies and programmes on
rehabilitation and family life education for families with
mild grade mentally handicapped children.
Case study design is used in this research. A sample
of 30 mothers with mild grade mentally handicapped children
is drawn from the integrated child care centres located in
the urban areas of Hong Kong Island, Kowloon Peninsula, Tsuen
Wan, and Shatin. The rationale for selecting the urban areas
for study is twofold. First, the Hong Kong Census 1981 shows
that the population residing in these areas is 88.3% of our
5these areas is 88.3% of our total population. Second,
information gathered by the researcher from practitioners in
the field of rehabilitation indicates that mothers who are
living in urban areas or have frequent contacts with people
in urban areas may face different stresses in comparison with
those who are relatively confined in the rural areas. The
integrated child care centres are selected as a venue to
approach the mothers because they are the source from which
the maximum number of these mothers can be reached and more
updated information about the families as well as the
handicapped children's development can be verified.
Altogether two research questions are raised:
(1) What particular types of stress are perceived by the
mothers who are raising mild grade mentally handicapped
children?
(2) What is the mothers' coping pattern in response to the
perceived stressful situations?
Hong Kong 1981 Census, Volume 2 (Hong Kong:
Census and Statistics Department, 1981), p.22.
An integrated child care centre is a day child care
centre which admits children of ages 2 to 6, and which
reserves 6% of its total number of enrollment to mildly
handicapped children. The integrated programme in day child
care centres in Hong Kong was first implemented in 1978. It
is an innovative rehabilitation programme that opens up equal
educational opportunities to mildly handicapped children.
6CHAPTER II
Review of Literature
The Definitions of Mental Handicap and Mild Grade Mental
Handicap
There is no universal definition nor a unified term
for mental handicap. Professionals of different disciplines
define it in different ways. It reflects that the problem of
mental handicap is multiple in nature and our understanding
of it is still rather limited. As many of the local
definitions of mental handicap and mild grade mental handicap
in Hong Kong are borrowed from foreign surces, a glimpse
into some relevant and widely quoted foreign definitions may
give us a clearer picture of how mental handicap is
delineated by the professionals.
The British definitions of mental handicap are the
sources of many of our official definitlons. According to the
(British) mental Health Act 1959 which remains to be the
source of the currently adopted legal definition of mental
handicap, mental handicap is included under the general
rubric of "mental disorder".It is classifield into three
degrees according to the subjects' incapability of leading an
independent life and needs for treatment or training:
Psychopathic Disorder, Subnormality, and Severe Subnormality.
"Psychopathic Disorder", which could be regarded as
7
Mental Health Act 1959 Chapter 72 (London:Her
Majesty's Stationery Office, 1961), pp.2-3.
7equivalent to mental handicap of a mild form, refers to "a
persistent disorder or disability of mind (whether or not
including subnormality of intelligence)which results in
abnormally aggressive or seriously irresponsible conduct on
the part of the patient, and requires or is susceptible to
medical treatment."8 The certification of any mental
disorder lies in the professional judgement of medical
practitioners.9 Since 1971, the term" mental handicap" has
become a legal term in the United Kingdom. This definition
highlights that mental handicap must be seen within a
particular social and cultural context just like subnormal
intelligence, and abnormal aggressive or seriously
irresponsible conducts. They are bound by norms and values of
a particular society. Under this definition, if in the
absence of a more objective psychometric measurement, the
mildly mentally handicapped seem to be in a most dubious
situation as they may be inappropriately labelled.
The social definition of mental handicap given in
1971 by the Department of Health and Social Security in
London is".... a person who is mentally retarded does not
develop in childhood as quickly as other children nor attain
the full mental capacitles of a normal adult. The handicap
may be slight or severe. In the most severe cases,
8 Ibid, same page.
9 Ibid, p.16
8development does not progress even in adult life beyond th(
mental capacity of a young child such severe handicap is
much less common than milder degree of handicap covering E
10
wide spactrum ranging up to and emerging into the normal
This definition regards mental handicap as a problem of
different paces in development.
The above-mentioned formal definitions used by
officials in Great Britian are stated in qualitative terms.
In 1960, in his study on the prevalence rate of the mental
handicaps in the United kingdom, Dr. A.D.B. Clarke classified
them quantitatively by psychometric measurement. People whose
IQ scores fall between 50 and 70 are termed as mild grade
11
mental handicap.
The American definitions of mental handicac are
another major source of definitions of mental handicap
adopted in Hong Kong. Since the advent of psychometric tests,
the American definitions of mental handicap have been based
upon the intelligence quotient (IQ) score or mental age (MA)
score one has achieved in an intelligence test, as well as
one's state of social competence measured by social maturity
Services for the Mentally Retarded and for Slow





In 1973, the American Association on Mental Deficiency
defined mental handicap as characterized by significantly
subaverage intellectual functioning existing concurrently
with deficits in adaptive behavior and manifested during the
13
developmental period. This definition highlights that
adaptive behaviors and process of development are important
in affecting the overall functioning of the mentally
handicapped.
The American Psychiatric Association defines mental
handicap as characterized by (1) significantly subaverage
general intellectual functioning, (2) resulting in, or
associated with deficits or impairments in adaptive behavior,
14
(3) with onset before the age of 18. 14 The aetiological
factors may be biological, psychosocial, or an interaction of
both. It classifies those with IQs between 50 and 70 as mild
15
grade mental handicaps.
Max L. Hutt Robert G. Gibby, The Mentally
Retarded Child- lie ve 1 opM ntL Tra i n i na and Education, 4th
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Another definition of mental. handicap used in the
United States is offered in developmental terms, which is
more prevalent in the field of pre-school education. This
type of definition is based on the premises that a child's
mind manifests itself in virtually every aspect of his
behavior, and behavior develops in a patterned and highly
predictable way, and behavior can be evaluated by means of
simple, basic test situations. The Gesell Institute develops
its Gesell Preschool Tests that measure a child's development
by means of Development Quotient (DQ). It emphasizes
development in four special fields of behavior: motor,
adaptive, language, and personal-social. The pattern of
development of the mentally handicapped children is seen as
fundamentally normal and it differs in degrees and pace,
rather than in kind, from that of the normal children. Under
this definition, the problem of mental handicap involves poor
functioning of intelligence as well as slow development.
Turning to the local scene, how mental handicap- is
perceived by the Hong Kong public is unknown. The laws in
Hong Kong do not recognise that mental handicap is different
from mental disorder. According to the Mental Health
Ordinance Section 136, the mentall disordered rerson means a
L.B.Ames et.al.,' he _Gesell Institute's _Child From
_Q_ne _to Six- Evan. uat inch t_hp Behav.i or~of the Preschool child(London.- Hamish Hamilton,_1980) pp.4- 9. _ _ _
11
person who is so disabled in mind or who is so mentally ill
or subnormal due to arrested or incomplete development of
mind as to render it either necessary or expedient that he,
either for his own sake or in the public interest, should be
17
placed and kept under control.
The local attitude towards mental handicap is
changing. Since the publication of the Rehabilitation
Programme Plan 1976, the definitions of mental handicap used
by the Department of Health and Social Security in London,
and the classificatory system of the psychometric tests used
18
by Dr. P.D.S. Clarke have been adopted.
Psychometric tests have been widely used by local
clinical psychologists of Arran Street Child Assessment
Clinic and the field of rehabilitation. Among the
psychometric tests for pre-schoolers, Stanford-Binet Scale of
Intelligence, Merrill-Palmer Scale of Mental Test, Cattell
Infant Intelligence Scale, Wechsler Pre-school and Primary
Scale of Intelligence Test for Children (Hong Kong Version),
and McCarthy Scale of Children's Ability are prevalent.
Besides, Vineland Social Maturity Scale is also commonly used
Wendy Wong, Legal Rights of the Mentally Retarded,
in Aspects of Mental Health Care Hong Kong 181, edited by
Tai-pin Khoo (H.K.: Mental Health Association of Hong Kong,
1981), p.213.
18
The Further De_veionrne_nt of _Rehabilitation Services
in HonKong (Hong Kong: The Secretary for Social Services,
1976),pp.66 & 70.
12
by the psychologists to assess the children's adaptive
behaviors. The classificatory system relies heavily oil
the Diagnostic and Statistical Manual of the American
Psychiatric Association (Third Edition) and the Hong Kong
19
Wechsler Manual. It is quite unanimously agreed that
children with an IQ of 50 to 70 are defined as mild grade
mentally handicapped.
For other professionals who work in the field of child
care such as developmental paediatricians and child care
workers, developmental screening tests such as the Griffiths
Developmental Scale and the Denver Developmental Screening
Test are frequently employed to screen developmentally
delayed children from normal children according to their
functioning levels.
The aforesaid definitions of mental handicap can
reflect the problem of mental handicap from different
perspectives, both qualitatively and quantitatively, even
though they appear to be rather divided and diverse. They
also pinpoint that mental handicap is a medical, educational,
social, cultural and developmental problem. Since the
majority of the handicapped children in this study are
assessed by the psychologists of Arran Street Assessment
19 All this information is obtained informally through
direct enquiries made to four practising clinical
psychologists, one educational psychologist, and child care
professionals in the field, since no written materials are
available in this area.
13
Clinic, the definition and classificatory system of the mild
grade mentally handicapped adopted by the psychologists of
Arran Street Assessment Clinic are used as the major
reference in this study.
The definitions of mental handicap agree that mild
grade mental handicap represents a milder form of mental
handicap. It is a potential source of distress not only to
the inflicted person but all those around him and the society
at large. Among the mentally handicapped, the mild grade
mental retardates who form the largest group among the
mentally handicapped caused by psychosocial factors are the
most peripheral. Their behavioral defects can reflect not
only deficiency in their abilities but also possible problems
in the relevant cultural, social and familial systems.
After searching into these definitions of mental
handicap and mild grade mental handicap, knowledge of the
behavioral characteristics and needs of the mild grade
mentally handicapped children may help us know more about
these children and problems with which their parents are
faced.
-o ow_ww-_o_o __w err_ wrow- rw ooa ro__ -r_e_ o-.w..o_..rCharacteristics and Needs of the Mild Grade Mentally rrandicapLot
Children
V. Hildebrand sees handicapped children as children
with special needs or children with a handicapping
14
condition 20 It perhaps can give us a fairer and correct
direction in understanding the mild grade mentally
handicapped children. They should first be understood as
children with all the common human needs of children dren of the
same developmental stage.
The wish to be loved and to be cared for is the
central issue of the children's life. They need love as well
as care in order to feel secure and to develop their
socialized selves. If they are denied of love and care, no
matter whether it is because of overt neglect or disguised
overprotection, their chances for the attainment of rational
attitudes and mature developments are greatly diminished.
Only when this primary need is met freely and consistently
that they would reach out spontaneously to learn to master
their environments, and can undergo the failures and hurts
21
that learning inevitably brings.
Understandably, before they are given the label of
mental handicap, they must have demonstrated some
distinguishable behaviors which are considered to be
different from those of the other children. According to M.
Hutt and R. Gibby, the primary handicap of these children
Verna Hildebrand, Guiding Young Children, 2nd
edition (N.Y.: Macmillan Publishing Co., Inc., 1982),.326-7,
Charlotte Towle, Common Human Needs, revised





slower intellectual functioning which is manifested in their
22
slower motor, speech, and social communicative development.
Although physically most of them could not be easily
distinguished from others, the 'Lower ranges of the mildly
mentally handicapped are usually a bit delayed in using
muscular controls. They may be clumsy in handling objects as
well as in coordinating physical movements of their bodies.
Speech and communication problems are frequently found among
the mentally handicapped children. Owing to diversity in
their intellectual development and associated handicaps, the
mentally handicapped children, like others, show variability
in their behaviors.
Another important characteristic of the mentally
handicapped children is manifested in their difficulties in
social behaviors and social adaptation. Similar to difficult
social adaptation in some ordinary children, the contributing
factors can be many, such as their socioeconomic background,
nature of school placement and school experience, and their
self concepts. Their poor social acuity and judgement as a
result of delayed mental maturation are part of the causes.
For mildly retarded children, their difficulties in social
adaptation such as fearful blocks to learning are found to be
highly correlated with their higher incidence of impulsivity
in cognitive behaviors on one hand, and other people's
22Max L.Hutt & Robert Gv Gibbv. On.Cit..pp.76-77.
16
expectation and attitude towards them on the other. The
children who are expected to behave beyond or below their
capabilities or who are being rejected or overprotected are
likely to manifest difficulties in social adjustment.
The mentally handicapped children deviates little from
the normal children in their physique and sensory-motor
skills, unless they also suffer from other disabilities. For
their more noticeable and complained weaknesses in short
attention span, fragmented or short-term memory, rigidity,
withdrawal, self-destruction, aggression and even speech
delay, whether these behaviors are intrinsically linked with
their mental i mmaturat i on or the result of poor
socialization and guidance remains a controversial question.
Based on the findings of their study, Cashdan and Jeffree
conclude that many behavioral deficiency of the handicapped
children, such as withdrawal, behavioral rigidity, and poor
language development, may be due not to the children's mental
handicap, but to the children's upbringing by their
24
parents. Further elaboration on this issue will be made in
the following section.
Taking into consideration of the children's primary
handicap in slow learning, the World Health Organization
considers that they are especially in need of (1) social
23





experiences in play and in communication with others (2)
basic self--care skills such as eating, drinking, keeping
clean, dressing, moving around on their own and (3)
25
education.
To summarize, the mentally handicapped children
require, on top of the normal needs of non-retarded
children, special attention and training skills in order to
meet their special needs. Their problematic behaviors,
however, may not necessarily be associated with their
handicap, but more an issue of socialization. The
significance of the role of their caretaker is worth
exalorina.
Significance of Parental Influence in the Overall Development
of the Mentally Handicapped Children
There is no definite answer to the nature /nurture
controversy over the constitutional cause of the overall
development of the mentally handicapped children. The
argument from the nurture approach, which appears to be
strong in the case of m i l d grade mentally handicapped
children, finds support from socialization and developmental
theories.
Einar Helander, Padmani Mendis Gunnel Nelson,
Training Disabled Feooie in the Community- An Manual on
Community-based Rehabilitation For De ve.l oo i ng Countries
(Geneva:WHO, 1983), p.9
18
The sociologists have always upheld that human social.
behaviors are learned primarily through a process of
socialization started from the family. Through interactions
with their significant others, children come to know the
kind of behaviors approved by their particular society.
Through actively mastering such behaviors they learn to
adjust to the social system and eventually develop their
social competence- a sense of competence in relation to
26
others within a social context.
After an extensive review of psychiatric and
personality researches on major aspects of child adjustment
and competence, E. Schaefer concludes that intelligence,
task-oriented behaviors, love and extraversion are major
components determining children's social adaptation. Family
environment, especially those related to early parent-child
interaction, has a major impact on the children's hostile,
aggressive, delinquent behaviors, and it also contributes
substantially to their intellectual development. Many
maternal stresses caused by having mentally handicapped
children, such as the lack of support from one's spouse,
extended family and community) apparently contribute to
inadequate child care. Such inadequacy will Interrupt and
bring about adverse effects on the socialization process of
26L. Broom P. Selznick, Soci.olorj.. A Text withA_d_a2ted Readings, 4th edition (N.Y.: Harper -International




Furthermore, psychological studies on the motivational
and personality factors in the performance of the retarded
also throw light on the causes of many characterisitic
defects associated with mental retardation. After reviewing
into various research findings concerning causes of these
secondary problems of the retarded persons, E. Zigler and D.
Balla argue from a developmental approach that the
motivation of the retardates can be boostered and their
cognitive functioning can be maximized through the
provision of positive social and learning experiences.
It means that the learning performance of the mentally
handicapped can be improved by lowering their high
expectancy of failure, using tangible reinforcers, and
28
improving stimuli for their developmental process.
The above arguments emphasize intellectual development,
and its manifestation as a result of the transactions between
individuals and their environment. They also recognise the
importance of such transactions between the children and
27 Earl S. Schaefer, Factors that Impede the Process
of Socialization, in The Mentally Retarded and Society: A
Social Science Pers ective, edited by Michael J. Begab
Stephen A, Richardson (Baltimore: University Park Press,
1975),.197-228.
28 Edward Zigler David Bailer, Motivational and
Personality Factors in the Performance of the Retarded, in
Mental Retardation- The Developmental-Difference
Controversy, edited by Edward Ziglar David Balla (N.J.:
Nawrence Erlbaum Association, Publishers, 1982), pp.11-12.
20
their caretakers in their early years of development. It
then leads to another question- What are the factors that
affect the behaviors of the caretakers that may in turn have
impact on the children's intellectual and adaptive
development?
The concept of Stress
Having a mentally handicapped child is quite
universally recognised to be a stressful event to the
parents. Studies in the field of stress, adaptation, and
coping may throw light on how parents perceive and react to
this chronic stress of raising such children.
The concept of stress is originated from the physical
and biological sciences and has now gained wide application
in sociology and psychology. All stress theories agree to its
ubiquity in human life. Stress of a certain degree may serve
as a good motivating force for man, but when it exceeds man's
capabilities, it may cause malfunctioning. However, different
disciplines approach the concept of stress from different
perspectives.
Contemporary biological inter2retat ioo. of human stress
concerns its harm on man's survival and evolution. H.Seyle
describes stress globally in terms of the rate of wears and
29
tears in one's body. R. Dubos considers. that the source of
29
Hans Seyle, The Stress of Life, revised edition
(N.Y.: McGraw-Hill Book Company, 1976), p. 1.
21
stress lies in the external environment that is incompatible
with man's intrinsic attributes, and limited environmental
30
opportunities as well as choices to him.
The psychoio ical interpretation of stress emphasizes
its being a cognitive or perceived harm of the individual
caused by one's appraisal of the stress stimulus, which
refers to multiple internal and environmental demands arising
31
from the physical environment or social living. F. Cohen am
R. Lazarus claim that there are three types of stress
32
appraisals. First, harm-loss means actual damage done
by the stress. Second, threat represents perceived possible
harm induced by stress. Both of them are negative
evaluations of the individual's present or future state of
well-being, and can co-exist for those who have to face an
immediate loss and at the same time, have to worry about its
implications. Third, a challenge refers to situations that
provide opportunities to overcome hardship and is likely to
lead to growth and mastery. It also demands more than routine
resources. A challenge is different from threat for its
implication for health.
Rene Dubos, So Human., An Animal (N.Y.: Charles
Scribner's Sons, 1968),.118-270.
Richard S.' Lazarus, Patterns of Adjustment, 3rd
edition (N.Y.: McGraw-Hill Book Company., 1976), p.72.
Frances Cohen Richard S. Lazarus, Coping and
Adaptation in Health and Illness, in Handbook of HealthL
Health Care and the Health Professions,,. edited by David
Mechanic (N.Y.'..- The Free Press.. 1983), pp. 6 08.9.
22
The sociological definition of stress takes the views
that a stress stimulus is both socially defined and also
subjectively perceived by the individual. According to D.
Mechanic, it represents a discrepancy between environmental
33
demands and the individual's capability in meeting them.
Usually new patterns of adaptation are required. Stress can
be seen as arising out of two broad circumstances: the
occurrence of discrete events and the presence of relatively
continuous problems. The latter manifests itself in chronic
stress. Depending on the amount of changes and disruption
caused in the individual's life, it can induce tension as
34
described by A. Antonovsky or crisis as addressed by Davis.
Stress may be reflected either specifically in one's
perception of the situation, or globally in his physiological
changes.
The above definitions of stress all connote that
stress is caused by one's encounter with a potentially
distressful situation or problematic event that is too
demanding on the individual's abilities. It can be acute or
chronic. Its manifestations may be shown globally in either
one's physiological change, which means a non-specific
symdrom as a'response to different stresses, or be reflected
David Mechanic (a), Medical Sociology, 2nd edition
(N.Y.: The Free Press, 1978), p.231.
Aaron Antonovsky, Health2. Stress and Co in (S.F.:





by one's perception of a specific, potentially distressful
situation or problem. In line with the purpose of this
study, only the concept of perceived stress will be adopted.
The ConceD- of Copinq
The concept of stress advocates that men have always
had to adapt in order to survive. The concept of coping is
central in the function of adaptation. Again professionals
from different disciplines have various definitions for the
concept of coping.
As contended by Dubos, a biologist, man's ability in
coping is seen as essentially flexible efforts made by him to
35
maintain mutual fit between him and his environment. So,
although biological adaptation is the result of natural
selection, it centrally involves behavior as a vital element
in the shaping of evolutionary changes. H. Seyle considers
that restoration of one's coping energies by diverting one's
attention from the stress stimulus, such as taking rest, is
36
a crucial form of coping behaviors.
In the field of psycho l oc y, H. Hartmann regards
37
adaptation as a function of one's independent energies.
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Rene Dubos, Opp C i t., pp. 118- 270.
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Hans Se yl e, Opp C it., pp.369- 404.
n n
H. Hartmann, Eoo Psychology and the Problem of
Ada2tation, Monograph Series No.1 (N.Y.: International
University Press, 1975), pp.3-74.
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Further elaboration is made by R. White who differentiates
strategies of adaptation into mechanisms of defense, coping
38
and mastery. The mechanisms of defense is a strategic
retreat functioning to lower the acuteness of unpleasant
effects through sacrifying further information or through
cognitive distortion in order to maintain psychological
health for further action. It leads to no solution of the
problems but usually comes in the forefront in an
individual's encounter with stressful situations. Mastery is
achieved through striving toward an acceptable compromise
that leads to development. Coping is differentiated from
defense and mastery in the sense that it refers to adaptive
acts in securing adequate information about the environment,
and in maintaining satisfactory internal conditions as well
as flexibility during the process. It involves imaginative,
innovative and reflective actions.
F.Cohen and R. Lazarus however define functions of
39
coping in terms of problem solving and emotion regulating.
Emotion regulating measures refer to defense mechanisms or
psychosomatic reduction behaviors. Problem solving may take
two forms. I t can be achieved either by changing the internal
Robert White, "Strategies of Adaptation: An Attempt
At Systematic Description., in Coping Adaptat i on, edited by
G.V. Coelbo, D.A. Humburg, J.E. Adams-(N.Y.: Basic Books,
1974), p.48.
39
Frances Cohen Richard S. Lazarus, Op.Cit., p.612.
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or external obstacles to the solution of the problem, or by
satisfying one's personal needs that are threatened by the
stress stimulus. Five modes of coping in different situations
are also identified: information-seeking, direct action,
inhibition of action, intrapsychic (or cognitive) process
and turning to others for support. The adaptiveness of
coping, however, must be evaluated according to the type of
problem, the type of outcome, the time frame, and the context
in which it is measured.
The sociologists define coping as instrumental and
purposeful behaviors of the individual in the problem solving
40
process in order to meet life's demands and goals. This
definition of coping confines it to the conscious and
weighted behavior of the individual and therefore excludes
defense mechanisms. Coping then means problem solving
behaviors directed to resolve the source of stress or
directly related to accessibility to various resources. A.
Antonovsky defines resources as any characteristics of the
person, the group, or the environment that could be applied
directly* to the source of stress and that function to
41
resolve problems set by the source of stress. The focus is
present. Emphasis is given to appraise carefully the ways man
approaches the stressful situations. Coping can also be
40
David Mechanic (a), Op. Cit., p. 231.
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Aaron Antonovsky, OED Cit., pp.92- 97 and
David Mechanic (a), Op.Cit.,p.191.
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applied to both the problem solving process or' problem
solving behaviors.
The above disciplines all recognise that problem
solving is the central feature of the nature of coping. They,
however, vary considerably in their views toward the effecl
and scope of coping. The psychologists include emotior
regulating measures as a kind of coping. But such measures
serve as a prelude to problem solution in their true sense.
Both the biologists and sociologists focus on conscious
coping behaviors to stressful situations or events. Problem
solving behaviors then refer essentially to intended
behaviors of the individual that are directed to problem
resolution by means of skills or resources, or indirectly
related to restoration of coping energies. They must be seen
in one's social and cultural context, and are time-bound.
H. Perlman, a notable figure in the problem solving
model of social work practice, defines coping as a person's
conscious volitional effort to deal with himself and his
42
problem i n their independence. Coping therefore means
external actions consisting of a person's verbal and motor
behaviors in transaction with other persons, things, or
tasks. Conscious volitional actions are preferred to emotion
regulating measures because they are the major process in
which the social workers work with their clients.
Helen H. Perlman, In Quest of Coping, Social
Casework 56, 1975, p.214.
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In comparison, the sociological approach offers a more
flexible approach to the study of stress and coping than the
other two approaches. It is also more concerned by the social
worker. This approach is therefore adopted in this study.
Different Ap ranches to the _Study of Parental Stress and CoL)inc
Behaviors of Parents with Mentally Handicapp d Children^~
The biolocical approach regards parental stress as
parents' physical or psychosomatic illness resulted from
their sad experiences in parenting a handicapped child.
Wizard and Grad depict at the end of their research that many
43
mothers suffer from physical health problems. Barnes and
Freckleton also conclude from their research findings that
mothers of the mentally handicapped children suffer a
significantly higher incidence of arthritis than mothers of
44
the non-retarded children. Coping behaviors include
primarily preventive, safety and rehabilitation measures as
advocated by the health professionals.
The intrapsychic approach to understanding stress
concerns with the psychoneurotic responses of the parents
gathered largely through clinical observations, case
studies, parents' reports, and experimental studies, R.
J.Tizard Jacqueline C. Grad,The Mentall
Handicapped and Their Families= A_ Social Survey (London:
Oxford University Press, 1961),~pp.116-7. w
Frances Freckleton Wyn Barnes, The Health of
Parents with A Mentally H_andicapped Child Descriptive
Study_ (England: Unpublished Material, 1983), p.36
MacKeith, M. Adams, V. Heisler, G. Zuk, and others find
that parents of mentally handicapped children suffer from a
number of intrapsychic conflicts, or a series of mourning
reactions following diagnosis of the children's problem. They
first feel shock at having a disabled child that falls below
their expectations and then deny the diagnosis. S. Willner
and E. Crane report that such denial is more commonly
found among parents with young children whose mental
handicaps are mild or physically invisible. Besides,
parents also suffer from the pain and grievances caused by
feelings of loss of the normal children they have expected.
Such grievances provoke the feelings of inadequacy at
reproduction and child rearing as well as tendencies to blame
and hurt others. Furthermore, it usually leads to the
feelings of guilt over the birth of the handicapped child
being an violation of external standards or norms, and the
feelings of shame being exposed of one's deficits through the
child.
R. MacKeith, The Feelings and Behavior of Parents
of Handicaoped Children, Developmental Medicine Sc Child
Neurology, 15, 1973, pp. 524-527; Margaret Adams, Mental
R2£2£dat j_on and Its Social Cmens (M.Y.: Columbia
University Press, 1971), pp.158-9; Verna Heisler, A
Handicapped Child in the Family- A Guide for Parents (N.Y.:
Grune Stratton, Inc., 1972), pp. 4-6; G.H. Zuk et. al.,
Maternal Acceptance of Retarded Children: A Questionaire
Study of Attitudes and Religious Background, Child
Development, 32, 1961, pp.525-540.
S.K. Willner E. Crane, A Parental Delimna: The
Child with a Marginal Handicap, Social Casework 60, 1979,
pp.30-35.
These psychoneurotic reactions distort the parents'
perception of the reality and leave them in a state of
objectless anxieties. Usually, such maladjustment leads to
unconscious rejection. Rejecting parents neglect the
children's needs and hurt their feelings. They may also be
wrapped up in their own conflicting feelings that exhaust
their ego energies for constructive and adaptive reactions.
Characteris i tics of rejecting parents include: (1) setting
unrealistical1y high goals for the children; (2)
overprotecting the children; (3) overindulging the children;
and (4) maladjustment of the parents as shown in their
emotional disturbance. Eventually such subtle rejection will
damage the parent-child relationship, the children's overall
development, and the parents' well-being.
To get rid of these psychoneurotic responses is seen
as an essential step in maintaining mature ego functioning of
the parents. Parental coping here means adjustment to the
children's handicap. It is important for the children because
only through their parents' acceptance can the children
accept themselves and develop their optimal growth. It is
also important for the parents because they can then shift
their ego energy to handle other more essential matters.
Parents who cannot accept the children's handicap may be
labelled as disguising or denying, with pathological impacts
Max L. Hutt Robert G. Gibby, Op.Cit., p.284.
30
on both parents and children. Parental acceptance is
determined mainly by the parents' own psychological resources
and personality factors. So seeking psychotherapy and
counselling is viewed as coping behaviors. Implied in this
approach is that the parental stress is pathological in
nature and time-bound. The parents have to go through one
predictable progression of adjustment to the situation of
having a mentally handicapped child, since the stages of
grief in the order of shock, despair, guilt, acceptance, and
finally adjustment are more or less programmed.
On the other hand, behaviorists of the social learning
approach emphasize the reality aspects of problems
confronting parents, such as issues of education and
training, as directions of their study on the parents' stress
and coping behaviors. Alan Ross advocates that attention
should be paid to common experiences among the handicapped
children which cause their adaptation problems rather than
48
the original cause of their subnormality.
Believing that understanding comes from actions, the
behaviorists place their emphasis on the adequacy of
parenting skills as the central concern of parental stress
and coping. The systematic techniques advocated by them
offer guidelines for the parents to approach the problems of
Alan 0. Ross, Psychological Disorders of Children
A Behavioral Approach to Theory, Research and Therapy (N.Y.
McGraw-Hill Book Company., 1974), p.133.
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mental handicap. However, their emphasis on task performance
tends to neglect other environmental effects on the
interactions between the mothers and the children.
The approach focuses on the reciprocal
relationship between, the parents and the children. Both of
them are seen as active members in the family. They interact
with each other as well as with other people in their social
environment. Parental stress is interpreted here as the dai1y
problems arising out of such daily transactions within the
family context. S. Olshansky first describes these parents as
in constant sorrow. M. Voysey also depicts in her book A
Constant Burden of taking care of a handicapped child, which
results in deep-lasting changes in the personal as well as
social lives of the parents. The stress is therefore seen
as chronic, recurrent, and intermittent, due to both
developmental or nondeve1opmental problems of the handicapped
children.
Apart from intrapsychic strains mentioned by the
psychologists, parental stress reported by most of the
parents and an increasing number of professionals
encompasses: (1) confusion and uncertainty about the extent,
S. Olshansky, Chronic Sorrow: A Response to Having
a Mentally Defective Child, Social Casework, 43,
1962,pp.190-3.
Margaret Voysey, A Constant Burden (London Boston:
Rout 1edge Kegan Paul, 1975), pp.77-94.
meaning and effect of the children's handicap; (2) fatigue
caused by the taxing care demanded by the children; (3)
worries over the children's future and family finance as a
result of heavy reliance on the father's income and increased
medical and travelling expenses; (4)threat of family
disintegration because of their vulnerability to marital
disharmony and improper handling of other children in the
families; (5) social isolation caused by self-withdrawal as
well as social discrimination against the handicapped
children; and most important of all, (6) practical daily
problems in child rearing. Such parental stress may be
of different degrees during the life cycle of the family,
owing to parents' fluctuating assessment of the children's
deviance from normal developmental milestones and impact
of the children's handicap on the family within their ever-
changing family and soical environments. The stress
experieneed by the mothers with retarded pre-schoo1ers
should therefore differ from that of the mothers with
retarded adolescents. All the stress mentioned calls for
continuous, corresponding and flexible coping strategies from
I. bj[d., pp. 128-153. Christopher Han ve y, SgcjLaJ. Work
With MentaHy Handicapped Peop_le (London: He inemann
Educational Books, 1981),pp.15-19. National Soceity for
Mentally Handicapped Children, The Stress of Having A
Subnormal Child, in The Handicapped Person In the Community,
edited by D.M. Boswell J.M. Wingrove (London: Tavistock
Publications, 1974), pp.138-146. Mary McCormack, A Mentally
Handicapped Child m the Family (London: Constable Company
Limited, 1978), pp.32-69, 128. H. Featherstone, A
in the Family p Life wyth a Disabled Child (N.Y.:
Basic Books, 1980)
the parents.
As delineated by M. Dickerson, P. Abbott and R.
Sapsford, the parents have to adapt, their expectations to the
handicapped children's needs and those of their family
members, to accept actively the problems by following through
recommendations designed to enhance their children's growth
and development, and to make a viable life in the present as
against the ruptured expectations of others. Such
characteristics of parental stress also influence, if not,
determine parental coping pattern. First, effective coping
strategies are those that have taken into consideration the
cultural, social and situational factors associated with the
children's handicap. Second, there is always a need for
information, support, training and planning for parents to
manage their personal, familial as well as parenting problems
within the family context.
P. Abbott and R. Saps ford depict acceptive
parents as those who have succeeded in adapting to these
problems by letting their children play the same role in the
family as a normal child would do, and letting family life
proceed as normal as possible. It means homes where the
Pamela Abbott Roger Saps ford, Mental Handicapped
and Motherhood- An Interim Report (England: Unpublished
Material, 1983), P.41; and Martha U.Dickerson, Social Work
Practice with the Men tally Re tarded (N.Y.: The Free Press,
1981)7 p.59.
53Parnela Abbott Roger Sapsford, OpC_i t., p. 36.
children are not the emotional centre of the family although
they are clearly loved and valued by their parents. These
families usually maintain many contacts with friends and
neighbours in the community. On the other hand, unacceptive
parents are those who resign themselves to having a
handicapped child. These parents centre their lives on the
handicapped children to the exclusion of all others so much
so that they are impaired to function as a normal family.
In the local scene, parents are subject to pressures
from various sources. Apart from the usual mourning responses
reported in foreign literature, the parents-in-law who pity
and object to any persistent training given to the
handicapped children at home are reported by the parents as
a source of stress.
Positive coping behaviors reported by the local
parents include actively seeking advice and services for
providing effective training and stimulation for the
children, participating in parent education programmes,
reading relevant books and pamphlets, and making attempts in
changing the attitude of their relatives. Negative coping
Please refer to a parent's sharing of her experience
as reported by Father John Collins, S.J. Disabled Children:
Honq Konq, in Honq Kong Children (in Chinese) (H.K.: TheUr mam mam mam wUM mam r» «w 4 run» hwh maoa em
Committee on International Year for Children, 1980), p. 144;
and also another parent, Mr LAU Tak-wing's sharing of his
experience of having a daughter of Down's Syndrome in Sem_inar
on I_nfcmt Stimulation and Parent Effectiveness Trahiingg
Theory Practice and Research [n June, 1984 organized by H.K.
Christian Service.
behaviors reported by a clinical psychologist include using
punitive measures in disciplining, neglecting children's
needs for guidance, locking up the children, arid
overprotecting the children owing to the parents' guilt
fee1 ings.
EmpjxicaI_ Studies
The findings of W.N. Friedrich and W.L. Friedrich's
study on the psychosocial assets of parents of handicapped
and nonhandicapped children in 1981 prove that the parents
of handicapped children suffer more stress in the following
three areas: (1) child problems; (2) problems related to
family functioning; and (3) parents' personal problems.
Moreover, the findings also indicate that the period of
adjustment during the children's pre-school age and
adolescence is more demanding on the parents than other
periods in the children's development.
B. Eheart J. Ciccone's study on the special needs
of mothers with pre-school mentally handicapped children
Patrick Yau, Behaviors and Psychological Needs of
the Mentally Handicapped, (in Chinese) Chi Sum Yee Tao
Training Course (H.K.: St. James Settlement, 1981), pp.15-16.
William M. Friedrich Wanda L. Friedrich,
Psychosocial Assets of Parents of Handicapped and
Nonhandicapped Children, American Mental
35, 1981, pp. 55 1-3.
Brenda Krause Eheart Joan Ciccone, Special Needs
of Low-Income Mothers of Deve1opmental1y Delayed Children,
American Journal of Mental Deficiency;, 87, 1982, pp. 26-33.
supports that maternal needs continue to be created and
intensified throughout the pre-school years because of the
overwhelming need of these mothers to learn how to cope with
the many unknowns about their children's future.
W. Friedrich examines a number of demographic and
psychosocial variables on the stress and coping behaviors of
mothers of handicapped children within the age range of 2 to
19, His findings indicate that marital satisfaction is the
best overall predictor for good parental adjustment. However,
another research done by Waisbren finds no such difference
between handicapped and non-handicapped children. K. Crnic et
al. contends that marital satisfaction may decrease over
time in families with retarded children.
The study of Stoneman et al. supports that parents
of handicapped children need to have more coping energy in
parenting their children. They observe that interactions
among Down's Syndrome children and their parents,
William N. Friedrich, Perdictors of the Coping
Behaviors of Mothers of Hcndicapped Children, Journal of
Q2.Q.S.lilting and Clinical Psychology, 47, 1979, pp. 1 1 40-1 1 4 1.
Keith A. Crnic, William N. Friedrich, Mark T.
Greenberg, Adaptation of Families with Mentally Retarded
Children:A Model of Stress, Coping and Family Ecology,
American Journal of Mental Deficiency, 88, 1983, pp.125-138.
Ibid., same page.
Zolina Stoneman, Gene H. Brody Doug Abbott, In-
Home Observations of Young Down Syndrome Children with Their
Mothers and Fathers, American Journal of Mental Deficiency,
87, 1983, pp.591-600.
particularly their mothers, are characterized by clear role
asymmetries, with the parents frequently assuming the role of
dominant managers and helpers. The Down's Syndrome children,
however, are found to be less contingently responsive to
both parents than are nonhandicapped children.
The study conducted by K.S. Crnic et al. contends
that the relationship is essentially a reciprocal one. The
findings show that as far as maternal behaviors are
concerned, stress has a major impact on the mothers'
intrapersonal feelings and satisfaction with parenthood. The
mothers who are under greater stress are less responsive and
less clear in the cues they provide to their children. Their
children too, show inferior clarity in their cues to their
mothers at the same time, suggesting that a circular feedback
loop may exist in such relationships.
In their study of the taxonomy of family life styles
of families with slow learning children, Mink et al. find
that in those families which can provide a growth-promoting
environment for the retarded children, the parents are
essentially loving and concerned. They are realistic about
Keith A, Crnic, Mark T. Greenberg, Ariene S.
Ragozin, Nancy M.Robinson Robert B. Basham, Effects of
Stress and Social Support on Mothers and Premature and Full-
Term Infants, Chj_l_d Development, 54, 1983, pp.209-217.
Iris T. Mink, C. E. Meyers, and Kazuo Nihira,
Taxonomy of Family Life Styles: II. Homes with Slow-Learning
Children, American Journal, of Mental. De f .icjiency, 89, 1984,
pp, 111- 12 3.
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their children's abilities. They encourage or allow the
children to develop to their potentialities according to the
children's own pace. The parent-child relationships are good
irrespective of the children's degree of retardation. Even
for those families which are deficient in providing their
children cognitive stimulation, they are not overly harmful
to the developing retarded children if the parents are
concerned. However, the parents tend to be defensive about
their children's handicap if the children's handicap is
marginal and the marital relationships are unharmonious. For
families who have a low socioeconomic level, high maternal
employment, high percentage of problems between the children
and siblings, and high occurrence of stressful life events,
the parents are rigid in their discipline and also negligent
of their children's needs. Handicapped children coming from
this type of conflict ridden families also show poor
psychological and social adjustment as manifested in their
behavioral problems.
Further interpretation on characteristics of these
families show that a basically loving and caring relationship
between parents and children is most important. Although this
is the basic need common to all children, the cognitive
limitations and likely inferior feelings of the mentally
handicapped children require more genuine concern and
acceptance from their parents to help them reach out for the
outside world.
All these foreign empirical studies sustantiate that
the parents of handicapped children are more vulnerable to
stress than those of nonhandicapped children. Such stress as
related to having a mentally handicapped child arises
essentially from their interactions. It is created and
intensified throughout the pre-school years and may be caused
by the parents' uncertainty of the mental handicap, and
their unrealistic expectations towards their children's
development. The mothers rather than the fathers are more
prone to have stress, which could be a natural result of
their caretaking role. Coping with daily problems caused by
their children's handicap is especially demanding for the
parents because of their children's need for more effective
environmental stimulation during their learning process. A
good parent-child relationship, however, is the central
feature for adaptive coping.
Local empirical studies on mild grade mentally
handicapped children of pre-school age are very limited. The
first published research is an exploratory study of mentally
handicapped children under the age of 18 jointly published by
the Social Service Division of Queen Elizabeth Hospital and
the Hong Kong Christian Service in 1970. In 1974, T.L. Khoo
made a field study on 10 families with mild to moderate grade
An Exploratory Study of 71 Cases of Mentally
Subnormal. Children (H.K.: Hong Kong Christian Service and
Social Service, Kowloon Division, Medical Health
Department, 1970), pp.10, 31-36.
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mentally handicapped children of school age. In 1976, Hong
Kong Association for Mentally Retarded Children and Young
Persons surveyed into the parental attitude of moderate grade
66
mentally handicapped children of school age. In 1984, the
emotional distress of 31 parents with borderline to mild
grade mentally handicapped infants was reported by The Infant
Stimulation and Parent Effectiveness Training Project of the
Hong Kong Christian Service as part of their project
67
evaluation.
Their findings indicate that parental problems exist
in three areas and could be summarized as follows: (1)
psychological problems of the parents, which include feelings
of guilt and shame caused by the children's delayed
develolpment, the parents' repeated failure in parenting, and
their discomfort at social interactions feelings of
helplessness and hopelessness in relation to the children's
future feelings of rejection expressed in the form of
wishing that the children were never born or should not be
reared at home feelings of depression and emotional
65
T.L. Khoo, Coping with the Mentally Retarded- The
Responsibilities of the Family and of Society, University of
Hong Kong, Unpublished Master's Dissertation, 1974.
66
F.C. Tang, A. Lee, M. Yeung N. Wong, Parents'
Attitude Towards the Mentally Retarded (H.K.: H.K.
Association of Mentally Handicapped Children Young Persons,
1976), pp.10- 20.
67
Anita Mak, A Preliminary Evaluative Report on the
Infant Stimulation Parent Effectiveness Training Protect
(H.K.: H.K. Christian Service, 1984), pp.16- 23.
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instability and feelings of denial and resistance of
perceived problems (2) familial problems which include
marital discord, conflicts with in-laws, and voluntary or
imposed isolation especially for those living in low cost
housing estates because of social stigma and public
ignorance and (3) child problems which include destructive
and aggressive behaviors and withdrawal. Sibling relationship
is good. But the families lack the knowledge and
capabilities to guide their children. Their disciplinary
methods resort heavily to scolding and beating. Children are
confined at home most of the time and only receive occasional
or rare teaching from their families.
To summarize, local empirical studies done in relation
to mentally handicapped children have focused on the
behavioral problems and family problems of handicapped
children of school age. Furthermore, there is no systematic
study of the coping pattern of their mothers. The present
study would thereby like to explore types of stress and the
coping pattern of the mothers with mild grade mentally
hand icaed children of nursery aqe.
Theoretical Framework
The terms mental handicap, mental retardation, mental
deficiency, and mental abnormality are used interchangeably
by experts in the field of rehabilitation. Examination of
various definitions of mental handicap shows that it is
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essentially a biological., psychological, social, cultural.,
educational and developmental problem. There is no
universally agreed definition for mental handicap. All
definitions mentioned in the literature review can reflect
various facets of this multiple problem. In practice, the
technical identification of the mentally handicapped,
however, has relied heavily on psychological and medical
tests. The majority of the mild grade mentally handicapped
children in this study are psychologically identified by the
clinical psychologists of Arran Street Assessment Clinic. The
definition and classificatory system of mild grade mental
handicap adopted by the clinical psychologists of Arran
Street Assessment Clinic are used as the main reference in
this study. They consider children with an IQ 50 to 70
measured by the psychometric tests and social maturity scale
as mild grade mentally handicapped.
The mentally handicapped children certainly require
more care and effective stimulation from their significant
others in order to develop their potentiality. The demanding
job of parenting a mentally handicapped child is a potential
source of stress to the parents. The mothers, because of
their roles of caretakers, are assumed to be more prone to
have stress than their husbands.
The nursery age is one of the critical periods that
gives rise to a high point of crisis to the mothers. Except
for children with Down's Syndrome and mentally handicapped
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children with other visible developmental defects, many mild
grade mentally handicapped children may pan's the period of
early childhood undetected. It is usually until the age of 2
when most of the children in Hong Kong go to child care
centres or kindergartens that their developmental delay can
no longer be overlooked or denied by their parents. Hence,
it is also a period requiring critical adaptation for the
mothers. Such adaptation in turn will bear direct impact on
the children's overall development. This research studies two
crucial factors that will affect these mothers' adaptation,
namely, their perceived stress and behavioral aspect of
coping pattern.
Mental handicap is seen as a potential source of
stress to the handicapped person as well as his significant
others. Parental stress is conceptualized here as the amount
of disruption and threat perceived by the mothers of mild
grade mentally handicapped children resulting from their
daily experiences of parenting the children. I t is the summed
stresses experienced and reported by the mothers in various
stressful situations in relation to their having a mentally
handicapped child. So, each indication of stress must be
viewed in relation to certain situations or events which are
found to be stressful by the mothers.
Parental stress exists in three broad areas. The first
area of stress covers the personal problems of the mothers,
which may be indicated by their uncertainty about their
handicapped children's development, their feelings of shame
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and guilt, isolation, depression, fatigue, and other related
problems. The second area of stress is related to the
familial and social problems perceived by the mothers. Among
these problems, those most commonly quoted in local materials
are indications of lack of marital support, unacceptance of
the problems of the children by the mothers' in-laws, and
limited social activities for the family as a result of
cultural and social rejection of the mentally handicapped.
The third area of stress covers the mothers' perceived
problems of the mentally handicapped children in their daily
interactions. This may be indicated by their perceived
health problems of the children, and their practical daily
problems in child rearing. For mentally handicapped children
of nursery age, concerns of child rearing usually focus on
fostering of their self-help skills, desirable social
behaviors, preliminary learning behaviors, and preliminary
communication skills to express themselves and to receive
message from others. Related to parental stress in this area
are mothers' resignation and unrealistic attitude towards the
children as well as their lack of practical and effective
skills in parenting the children.
Such stress, being affected by the changing nature of
stimuli through the mothers' interactions with their
significant others and their handicapped children over time,
is by nature chronic, recurrent, and intermittent, largely
due to both developmental and nonde ve l opmental (related to
the handicap) problems of the children. A state of stress
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can lead to disequil ibrium, depending on the types of
continuous, corresponding and flexible coping strategies
used by the mothers. In this study, the focus is on
situations related to the mothers' perceived stress.
From the literature review, coping includes both
behavioral and psychological aspects. It is a function of
human adaptation to environmental disruptions and threats.
Similar to stress, coping is developmental in nature and is
associated with stages of an individual's life cycle. It
could be referred to as an ongoing problem solving process
or the instrumental behaviors of the individuals in dealing
directly with specific stressful situations. In this study,
the focus is on the behavioral aspect of coping. It involves
mainly problem solving acts that are directed at the
prevention, management, and alternation of the causes of the
problems, or behaviors directed at symptom release or
restoration of coping energies. The emotion regulating
measures which refer primarily to cognitive efforts aiming
at reducing or managing emotional distress is excluded,
although they often serve as a prelude to problem solving
behaviors. Coping efforts could be successful or
unsuccessful, potentially positive or negative.
as every mentally handicapped child is unique, each
mother has to develop her own method of coping. Adaptive
parental coping essentially takes into account the needs of
all children for security. The children's needs for security
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include physical care, effective environmental stimuli, arid
relationships with adults in which they are loved. In
addition, the handicapped children need parental acceptance
and understanding of their slow intellectual maturation.
Parental coping pattern is conceptualized here as the
parents' conscious behaviors in handling a number of specific
situations related to their foregoing perceived stress in the
following three areas: (1) personal problems (2) familial
problems and (3) problems of the mentally handicapped





According to the theoretical framework specified in
Chapter II, this research aims at studying the perceived
stress and behavioral aspect of coping of the mothers with
mild grade mentally handicapped children. Based on the
literature review and the theoretical framework, a number of
terms frequently used in this study are specifically defined.
Mild Grade Mentally Handicapped Children:: In this study, the
term mild grade mentally handicapped children refers to
children within the age bracket of 2 to 6, who have been
certified by either their latest psychological reports, or
medical reports available to the integrated child care
centres, to be of mild grade mental handicap, or mild
grade mental retardation, or mild grade mental
deficiency, or mild grade mental subnormality, or
equivalent, and the mental handicap is indicated in the
reports to be their primary handicap (excluding children
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suffering from autism and cerebral palsy). These
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According to the Diagnostic Statistical Manual
(third edition) of the American Psychiatric Association,
Infantile Autism is treated as a separate entity belonging to
anxiety disorders of childhood. It is different from mental
retardation. Consultation with the clinical psychologist at
Arran Street Child Assessment Clinic clarifies that some
mentally handicapped children may manifest some of the
behavioral symptoms of autism such as lack of responsiveness
to other people. These children may be diagnosed in their
psychological reports to have autistic features secondary to
their major handicap in intelligence.
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children usually have an IQ score ranging from 50 to 70. In
this study, the term mental handicap will be used all
through the report.
Mothers: This term refers to mothers, be they natural,
adoptive or step mothers, and irrespective of their marital
status, who have at least one mild grade mentally handicapped
child within the age bracket of 2 to 6.
Parental Stress: This term refers to the perceived stress
reported by the mothers. There is no established local index
of parental stress in Hong Kong. Based on the theoretical
framework of this study, parental stress is operationalized
by the following three components:
(1) personal problems of the mothers as indicated by their
uncertainties of their children's development, their feelings
of guilt, shame, isolation, depression and fatigue, and other
problems as reported by the mothers
(2) familial problems of the mothers as indicated by their
feelings of lack of marital support, unacceptance of the
child problems by in-laws, limited social activities for the
family, additional financial expenses, and other problems
as reported by the mothers and
(3) child problems perceived by the mothers in their daily
mother-child interactions as indicated by the problems of the
children in health, learning, self-help skills, undesirable
social behaviors, communication skills, and other aspects
of the children's development.
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Parental Co2i.nrq Pattern: This term refers to the pattern of
coping behaviors reported by the mothers. Again no
established local index of such is available in Hong Kong.
Parental coping is operationalized as conscious problem-
solving acts which are either directed at the prevention,
management, or alternation of the cause of a stressful
situation, or are directed at restoration of one's coping
energies in order to handle situations related to the
foregoing three potentially stressful areas: (1) mothers'
personal stress (2) mothers' familial stress and (3)
mothers' perceived stress originated from child's problems.
Emotion Rec.ulatin.ca Measures: This term refers to all kinds of
cognitive efforts aiming at reducing or managing emotional
distress in relation to the foregoing three areas of parental
stress reported b the mothers.
Research Des irz
In order to find out the pel-ceived stress and the
coping pattern of local mothers with mild grade mentally
handicapped children, case study design is adopted. It takes
primarily the form of intensive interviews with the
mothers.
Case study design is chosen because it is more
compatible with the research problems and research questions
raised in this study. M.H. Gopal has discussed both the pros
and cons of this research design. He points out that case
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study design is better than survey method when an overall
genetic picture of a problem is needed. The most important
theoretical advantage of case study design is that it gives a
wider and greater depth of experience valuable in
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interpreting the data and in furnishing the enquiry.. It is
therefore more compatible with research questions that aims
at exploring feelings or interpretation of individual
respondents in greater depth and and for data collection that
must be done in a retrospective manner. It is, however, not
without limitations. The researcher's bias is the first
danger. Second, there is a tendency to generalize on a few
cases and to extrapolate unwarrantedly. To resolve these
problems, M.H. Gopal recommends systematization of the mass
of data by condensation, excision, and reinterpretation. It
entails the choice of a carefully selected problem,
employment of trained and reliable investigators, an adequate
sampling pattern, utilization of the techique of qualitative
coding for individual factors and traits, and establishment
of categories and precise coding instructions for the
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important qualitative items.
In this study, all the sampled mothers are faced with
one common problem of having a mild grade mentally
69
M.H. Gopal, An Introduction to Research Procedure in
Social Sciences (London: Asia Publishing House, 1964), p.
191.
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Ibid., pp. 190- 191.
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handicapped child. Sampling procedures are used in order to
increase the representativeness of the sample. In view of the
limited time and manpower which do not permit exploration
into a large population, a relatively small but
representative sample of 30 is chosen in order to
reflect as far as possible the diversified stress and coping
pattern of the mothers. The findings are also carefully
categorised and coded. Details of the procedures of sampling,
data collection and data analysis are elaborated in the
following paragraphs.
Samping
Universe of the Study
The universe of this study is mothers with mild grade
mentally handicapped children within the age range of 2 to 6,
who are attending integrated child care centres in the
districts of Hong Kong Island, Kowloon Peninsula, Tsuen Wan
and Shatin. Sampling is based on the list of integrated child
care centres of the Child Care Centre Advisory Inspectorate
issued in January, 1985. Each integrated child care centre
may have six to twelve mildly handicapped children who suffer
from a variety of handicaps. In accordance with the target
group of this study, only those children who have been
certified to be of mild grade mental handicap are included.
In order to exclude extraneous effects on the mothers'
stress and coping, two criteria are set. First, mentally
handicapped children caused by autism and cerebral palsy are
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excluded because their handicap is usually of a multiple
nature and may present quite different problems to their
mothers. Second, location of the integrated child care centre
is also controlled. Through informal contacts with
practitioners in this field, it is found that parents coming
from relatively remote and isolated rural areas are usually
rather different in their perceived stress and coping
methods, probably due to a different value system, living
pattern and interpersonal pattern between the urban and the
rural. So only the urban areas of Hong Kong Island, Kowloon
peninsula, Tsuen Wan and Shatin are included in this study.
This covers a total of 62 integrated child care centres. As
2 integrated child care centres have no mild grade mentally
handicapped children that fit in the definition of this
study, and 3 refuse to participate for various reasons, 57
integrated child care centres are involved in this study.
This universe of the study represents approximately 81.4% of
all integrated child care centres in Hong Kong in January,
1985. A list of these integrated child care centres is
attached at Appendix I.
gaEE inq Frame
Among these 57 integrated child care centres, there
are 14 Catholic integrated child care centres with 56
mentally handicapped children, 24 Protestant integrated child
care centres with 112 mentally handicapped children, and 19
non-religious integrated child care centres with 72 mentally
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handicapped children, making up a total of 240 children. Ten
centres are in Hong Kong Island, 33 in Kowloon Peninsula, and
14 in Tsuen Wan and Shatin (Appendix I). The final number of
children in this respect has already excluded 17 cases which
are found to be unsuitable for this study subsequent to
initial screening either because the children cannot be
classified as primarily mentally handicapped, or because the
mothers have left home.
Sampling Method
In view of the confidential nature of the children'
medical and psychological reports, supervisors of the 57
integrated child care centres involved in this study are
requested to provide an anonymous list of suitable children.
To lower resistence from the child care workers who may not
be able to spare time to furnish detailed information, only
simple identification criteria are required for each child.
This sampling procedure is carried out in accordance with
two assumptions: (1) it is assumed that classification of the
children's handicap can be made according to their latest
medical or psychological reports available to the integrated
child care centres and (2) it is assumed that based on their
professional judgement and experiences in screening problems
of handicapped children, the supervisors and child care
workers of integrated child care centres are competent enough
to select the mild grade mentally handicapped children from
the list of handicapped children in their centres according
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to the given crilteria and instructions.
A stratified random sampling method is used in this
study. The 57 integrated child care centres just mentioned
are grouped into three strata according to their agency
religious background, children's sex, and the family's
socioeconomic background as measured by their housing types.
Religious background of the agencies is chosen as a criterion
for stratification because it may affect the practice of the
agencies which in turn may affect the mothers' attitude and
skills in child-rearing. The children's sex and the family's
socioeconomic background are another two significant factors
that may have impact on the mothers' feelings and reactions
in view of the traditionally high regards the Chinese pay to
the boys in the family and extra expenditures usually
required by the mentally handicapped children. In each
strata, a proportionate random sample is drawn, making the
total of 30, and an additional 20 cases are reserved for
replacement purpose.
Consent of the mothers is obtained through supervisors
of the integrated child care centres. In an attempt to
minimize the rate of refusals, brief orientation is given to
the supervisors concerned. Among the mothers sampled, 2 cases
are inaccessible because the mothers are unfit for the
interviews due to their handicap and illness. Four of the
mothers refuse to participate because: (1) one mother has
been interviewed recently in connection with her handicapped
child and she does not want to talk about it again (2) two
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mothers are too busy to spare time for a lengthy interview
and (3) one mother is simply reluctant to be interviewed for
research purpose. Two cases are given up subsequently with
further clarification on the nature of the children's
handicap with the psychologist and psychiatrist concerned
because one is considered to be a case of autism and another
a case of limited intellgence. A total of 30 cases are used
in this study.
Data Collection
Data is collected through intensive interviews with
the mothers. Since case study method is adopted in this
study, audio recorder is used with the mothers' consent in
order to record more detailed information and their feelings
for purpose of analysis. Of the 30 cases involved in this
study, only 2 mothers refuse to have their interview
proceedings being recorded. For these two interviews, minute
details of the interview are recorded in the form of process
recording. All the mothers are co-operative, though 2 of
them are rather nervous during the interviews.
Privacy and convenience of the mothers are also
emphasized in selecting the places for interviews so that the
mothers can feel more at ease and ready to reveal their
feelings. Appointments are made personally with the mothers
by the researcher by phone calls after consent of the mothers
to be interviewed have been obtained. Sixteen mothers are
interviewed at their homes and the rest in a private room
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either in the integrated child care centres or a welfare
agency nearby. It also happens that 4 of the mothers of the
sample have been involved in a previous field project
conducted by the researcher three months before this study.
They are well acquainted with the researcher. In addition to
the individual interviews with the mothers, mother-child
interactions and interactions among family members have been
observed in three of the cases. All interviews were
conducted in March and early April, 1985.
To ensure that all important questions are asked, a
detailed interview guide is prepared before the interviews
(Appendix III) based on the literature review, consultation
with child care professionals, practitioners in the field of
special education, psychologists, and social workers, and
experience gained from the researcher's field project with a
group of mothers with borderline and mild grade mentally
handicapped children in integrated child care centres during
the period from September to December, 1984. Only open-ended
questions are used so as to bring to the surface the main
ideas in the mothers' minds.
At the begininig of the interviews, all the mothers
are told about the purpose of the study. They are also
encouraged to express themselves freely. Usually the
interview is started with a general question to see if the
mothers consider that the handicapped children have had an
impact on their families and if such impact is good or bad.
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They are then asked to name their problems, situations giving
rise to such problems, and their coping behaviors to these
perceived stressful situations. They are allowed to express
themselves freely in a relatively unstructured way. The
mothers often recall the process of their adaptation to
having a mentally handicapped child. They also frequently
compare their handicapped children with those non-retarded
children of their own or of others to justify why they find
it different and on the whole more stressful to have a
handicapped child. During the interviewing process, the
researcher has to make lots of check back for clarification
purpose, especially to differentiate whether the problems
they have mentioned still persist and to know specifically
meanings of some of their statements. Counter-checking of
some of their answers is also made during the interviews. A
summing up is made by the researcher at the end of each
interview in order to further verify the answers as well as
to make sure that the problems mentioned have been exhausted.
For some of the mothers, modification of some of the
questions contained in the interview schedule is needed in
order to lower their defence and to get the message through.
To minimize variation of interpretations among interviewers,
the researcher is the sole interviewer in this study.
Accessibility to agency files is gained in 29 cases.
All cases have been discussed with the supervisors and/or
child care workers concerned in order to obtain an objective
picture of these families. In case of any doubt on the
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medical or psychological assessment of the child,
clarification is sought from the assessing agency.
Data Analysis
Content analysis is adopted in this study. It is
carried out in two phases. All the cases are detailedly
coded by the researcher, with reference made to the audio
tapes, process recordings and notes taken after the
Interviews. Three interviews are transcribed for pre-coding
purpose. Coding is based largely on the mothers' verbal
reports. But their tone and voice, consistence of their
statements, congruence of their statements with those of the
child care professionals are also taken into consideration.
Based on these codings, further classification and
calculation of the mothers' responses are worked out. At the
same time, an university trained medical social worker who
has 13 years' working experience with children and families
in residential and medical settings is invited to act as an
objective judge. She is asked to make her coding and
classification of the stress and the coping pattern of the
30 mothers, again based on the content of audio tapes,
process recordings, and supplementary notes prepared by the
researcher. 'Moderation is done by matching and comparing the
two sets of codings and classifications.
Some demographic characteristics of the mothers, the
children, and part of the content of the interviews are
then converted to frequency and percentage tables where
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applicable. Since each type of stress may have different
causes and may involve a variety of situations that gives
rise to different types of coping behaviors, the mothers are
allowed to give more than one answer for causes of their
perceived stress and types of their coping behaviors.
However, to avoid overlapping and over-representativeness of
certain items in counting, each distinct answer is recorded
as a separate entity and counted as one. These tables are
attached at Appendix IV. For the sake of confidentiality,




Background Information of the Mothers
Representativeness of The Sample
The total number of mothers in this study is 30. To
ensure the representativeness of this sample, they are
compared with characteristics of the universe in terms of the
variations of agencies' religious background, children's sex,
family's housing type, and the location of agencies. Since
the sample is drawn in proportion from the universe
according to the first three characteristics, the
distribution of such characteristics of the sample are
identical or almost equivalent to those of the universe, with
an insignificant difference below 5.0%
Religious Background of Agencies
Table IV-1 below shows that among the 30 mothers, 14
(46.7%) of them are drawn from Protestant agencies, forming
nearly half of the number of the total sample. Seven (23.3%)
and 9 (30.0%) come from Roman Catholic and Non-religious
agencies respectively. This composition is entirely identical
with that of the universe from a total of 240.
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Table IV-1: Frequency Distribution of Mothers
by Religious Background of Agencies
Rel igious Un i vP rspSample
Background of
Agencies N ( % ) N ( % )
Roman Catholic 7 (23.3) 56 (23.3)
Protestant 14 (46.7) 112 (46.7)
Non-religious 9 (30.0) 72 (30.0)
Total 30 24 0(100.0) (100.0)
Children's Sex
Table IV-2 below indicates that the number of males in
the sample is 20 (66.7%), which makes up two-third of the
entire sample. The number of females is 10 (33.3%). This
composition almost equates with that of the universe, in
which the ratio of male to female is 156 (65.0%) to
84 (35.0%).
Table IV-2: Frequency Distribution of Mothers
by Children's Sex
Sample Universe





Housing Type of Families
According to Table IV-3 below, nearly half of the
families, 14 (46.7%) of the sample and 112 (46.7%) of the
universe, are residing in low cost housing estates,
constituting the largest group. It is followed by 10 (33.3%)
families of the sample and 84 (35.0%) families of the
universe which are residing in private housing 3 (10.0%)
families of the sample and 19 (7.9%) families of the universe
which are occupying rented rooms 2 (6.7%) families of the
sample and 19 (7.9%) families of the universe which are
living in stone huts, wooden huts or resite huts and lastly,
one (3.3%) family of the sample and 6 (2.5%) families of the
universe which are living in abodes other than those
mentioned above. Private housing refers to self-owned flats
or rented flats entirely occupied by the family. Under the
category of others are staff quarters, factory building and
boat dwellings. The one sampled under this category for this
study is living in a factory building. Again the composition
of the sample bear close resemblance to that of the universe.
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Table IV-3: Frequency Distribution of Mothers
by Housing Types
Samnl e Universe
Housing Types N ( % ) N ( % )
Stone Hut, Wooden 2 (6.7) 19 (7.9)
Hut Resito Hut
Low Cost Housing 14 (46.7) 112 (46.7)
Cubicle
Rented Room 3 (10.0) 19 (7.9)
Private Housing 10 (33.3) 84 (35.0)
Others 1 (3.3) 6 C2.5:
Tota 30 (100.0) 240 (100.0)
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Location of the Agencies- - - - - - - - - - - - - -
Table IV-4 below shows that among the 27 agencies
where the 30 samples are drawn, 16 (59.3%) are located in
Kowloon Peninsula. About one-third, 9 (33.3%) of the
agencies are in Tsuen Wan and Shatin and 2 (7.4%) are in
Hong Kong Island. The respective proportion in the universe
is 57.9%, 24.5%, and 17.6% from a total of 57. The
difference in the distribution of locations of agencies
between the sample and the universe is below 11%. Generally
speaking, slightly more families in the sample come from an
agency in Tsuen Wan and Shatin than from Hong Kong Island.
Table IV-4: Frequency Distribution of Mothers
b Location of Agencies
Sample Universe
N ( % ) N ( % )Location of Agencies
10 (17.6)(7.4)2Hong Kong Island
32 (57.9)16 (59.3)Kowloon Peninsula
15 (24.5)(33.3)9Tsuen Wan Shatin
57 ( 100. 0(100.0)27Total
Summary
The sampled mothers of this study closely equate to
the universe as far as religious background of agency,
children's sex and family's housing type are concerned. In
regard to the location of the agency, slightly more families
of the sample belong to an agency in Tsuen Wan and Shatin
than Hong Kong Island.
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rersonal Characteristics of the Children
Certain personal characteristics of the children may
affect the mothers' perceived stress and coping behaviors.
Distribution of their age, birth order, and causes for their
delayed development are examined and discussed as follows:
Age
Table IV-5 shows that 22 (73.40%) of the children in
this study are of the age range of 4'to 5. Only 4 (13.3%) of
the children are at the age of 3 and another 4 (13.3%) are
at the age of 6.
Table IV-5: Frequency Distribution of Children
by Age







Table IV-6 indicates that the sample contains 18 (60%)
children being the youngest child in the family. Six (20%) of
them are the eldest. The number of only child and the
children in the middle of the birth order is 3 (10%) In each
case.
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Table IV-G: Frequency Distribution of Children
by Birth Order
Birth Order t ( % )
Only Child 3 (10.0)
Eldest Child 6 (20.0)
Middle Child 3 (10.0)
Youngest Child 18 (60.0)
Total 30 (100.0)
Causes for Dal aged De v_e l opment
Time of discovery of the child's handicap and also the
presence of discernible defect in the children are closely
related to the causes for their delayed development. As
reflected in Table IV-7 below, aetiology for the delayed
development of 17 (56.7%) children is unclear. Most of their
parents are also unaware of their handicap until they are
well after the age of one or above. Ten (33.4%) of the
children suffer from Down's Syndrome, which represents one
third of the sample in this study. One (3.3%) has
microcephaly but the condition is mild. One (3.3%) suffers
from dwarfism and one (3.3%) from posterior skull defect. The
mother with the child suffering from posterior skull defect
has been warned of an abnormal child prior to her
confinement.
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Table IV-7: Frequency Distribution of Childrer
by Causes for Delayed Develment
Causes N ( % )
Down's Syndrome 10 (33.4)
Dwarfism 1 (3. 3)
Posterior Skull Defect 1 (3.3)
1M i croce pha l y (3.3)
No Clear Indication 17 (56.7)
Total 30 (100.0)
rersoriai Lnaracter1st1cs oar the Notners
In order to give a general profile of the mothers in
this study, their personal particulars including the
distribution of age, place of birth, length of residence in
Hong Kong, religious affiliation, education level, employment
situation, family type, family income, parent training
courses attended, and stressful incidence experienced in the
past year, are presented and discussed below.
Age
Table' IV-8 shows that 18 mothers falls in the agE
bracket of 31 to 40, representing 60.0% of the sample
population. Eight (26.7%) mothers are within the age range of
26 to 30 and only 4 (13.3%) mothers fall within the age
bracket of 40 to 48.
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Table IV-8-
Frequency Distribution of Mothers
by Age
No. of Yearc
N ( % )
Residence
Under 31 8 (26. 7)
31- 35 11 (36.7)
36- 40 7 (23.3)
Over 40 4 (13.3)
Total 30 (100.0)
Education Level
According to Table IV-9, 15 (50.0%) of the mothers
have reached primary level. Twelve (40.0%) mothers having
attended secondary school level. Two (6.7%) mothers have
received post-secondary training in nursing and commercial
management. Only one (3.3%) mother is illiterate.
Table IV-9: Frequency Distribution of Mothers
by Education Level
No. of Years N ( % )
Under 1 1 (3.3)
1- 6 15 (50.0)
7- 13 12 (40.0)
Over 13 2 (6.7)
Total 30 (100.0)
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Length of Residence in Hong Kong,
According to Table IV--10, 26 mothers have lived in
Hong Kong for more than 16 years, representing 86.7% of the
sample in this study. Three (10.0%) of them have lived in
Hong Kong for 6 to 15 years. Only one (3.3%) mother has
resided in Hong Kong for 5 years.
Table ICJ-10: Frequency Distribution of Mothers
by Length of Residence in Hong Kong
No. of Years N ( % )
Under 6 1 (3.3
6- 15 3 ( 10.0
16- 25 3 (10.0)
26- 35 20 (66.7)
36- 45 2 (6.7)




Table IV-11 shows that 18 mothers were born in Hong
Kong, making up 60% of the sample. Nearly one third, 9
(30.0%) of them were born in Mainland China. Two (6.7%) were
born in Indonesia and only one (3.3%) was born in Malaysia.
All of them are Chinese.
Table IV-11: Frequency Distribution of Mother
by Place of Birth









Table IV-12 shows that over half of the mothers (17 or
56.6%) are committed to ancestor worship. Six (20%) of the
mothers have no religious belief. Three (10.0%) mothers
are buddhists. The number of Protestants and Roman Catholics
is equally 2 (6.7%) in each case.
Table IV-12: Frequency Distribution of Mothers
by Religious Affiliation
Religious Affiliation N ( % )
Ancestor Worship 17 (56.6)
Buddhism 3 (10.0)
Protestant 2 (6.7)
Roman Catholic 2 (6.7)
No Religion 6 (20.0)
Total 30 (100.0)
Employment Situation
Table IV-13 below indicates that the majority of the
mothers (12 or 40%) are housewives. One-third, 10 (33.3%) of
them, are taking up part-time jobs. Eight( 26.7%) are being
engaged in full-time employment. For those who are part-time
workers, half of them (50.0%) have to work 4 hours or more
per day. However, according to Table IV-14 below, 13 (43.3%)
mothers have husbands who have to work 10- 13 hours per day
and 16 (53.4%) husbands have to work for 8- 10 hours per
day. Only one husband (3.3%) works for 6 hours per day.
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Table IV-13: Frequency Distribution of Mothers
by Employment Situation
Employment
Situation N ( % )
Full-time job









Table IV-14: Frequency Distribution of Fathers
by Working Hours
Working Hours N ( % )






Table IV--15 below shows that 18 out of the 30 mothers
are working. Six (33.3%) of the working mothers are engaged
in semi-skilled jobs. It is followed by skilled workers 4
(22.2%), assistants to husbands' business 3 (16.7%), clerical
workers 2 (11.1%) and service workers 2 (11.1%). Only one
(5.6%) mother occupies the post of a manager.
Table IV-15: Frequency Distribution of Mothers
by Occupation




Service Workers 2 (11.1)
(driver, salesgirl)
Skilled Workers 4 (22.2)
Semi-skilled Workers 6 (33.3)




According to Table IV-16 below, nearly two-third (19
or 63.3.%) of the mothers come from simple nuclear families
composing of married couples and their unmarried children.
Seven (23.3%) of them belong to simple stem type which
consists of the nuclear family plus one or both parents of
either spouse. Among them, 5 mothers live together with their
(11.1)
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parents-in-law, and 2 mothers live with their own
parent/parents. In addition, 2 (6.7%) mothers live with their
sisters and relatives, one (3.3%) mother live with her
parents-in-law, brothers-in-law and sister-in-law, and one
(3.3%) mother live with her own mother and younger sister. So
the number of variations of nuclear and stem, which means
simple nuclear and stem plus additional single relatives, is
equally 2 (6.7%).
Table IV-16: Frequency Distribution of Mothers
by Family Types
Family Types N l00!




Simple Stem 7 (23.3)
(simple nuclear plus
one or both parents
of head or of spouse)
Variations of Nuclear La (6.7)
(plus additional
single relatives)





Number of Children Living with the Family
Table IV-17 below shows that 16 (53.3%) of the
mothers have only two children. Six (20%) of them have 3
children, followed by 3 (10.0%) who have one child, and 4
(13.4%) who have 4 or 5 children. Only one (3.3%) family has
6 children. The number of children in these families is
predominantly small.
Table IV-17: Frequency Distribution of Mothers
by Number of Children Living with
the Family










Table IV-18 below shows that most of the mothers, that
is, 20 C 56.6%) have a family income of $3000- $6999. Four
(13.4%) mothers have a family income of $7000 and above.
Among 6 (20.0%) who have a family income of $2000- $3000,
one (3.3%) of them is receiving public assistance.
Table IV-18: Frequency Distribution of Mother
Family Income N ( % )
Uunder $3000 6 (20.0)
$ 3000-$ 4999 15 (50.0)
$5000- $6999 5 (16.6)
$7000- $9999 2 (6.7)





Table IV-19 below shows that nearly half, 14
(46.7%), of the mothers are living in Kowloon Peninsula.
Seven (23.3%) are living in Tsuen Wan. The number of mothers
living in Hong Kong Island and Shatin is 3 (10.0%) in each
category, followed by 2 (6.7%) mothers in Taipo and one
(3.3%) in Tuen Mun. However, all the mothers have the
experience of living in the urban areas of Hong Kong Island
or Kowloon Peninsula.
'T'able IV-19: Frequency Distribution of Mothers
by Residential Areas
Residential Areas N ( % )
Hong Kong Island 3 (10.0)
Kowloon Peninsula 14 (46.7)
Tsuen Wan 7 (23.3)
Shatin 3 (10.0)
Taipo 2 (6.7)
Tuen Mun 1 (3.3)
Total 30 (100.0)
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Lengt h of Residence in Present Districtftm
Table IV-20 below shows that the vast majority, 24
(80.0%), of the mothers have resided in their present
districts for 2 years and more, and have adjusted to their
environment. Among the 5 (16.7%) who have moved to their
present districts for just one year, 2 of them have a
drastic removal from an urban district to a suburban
district. Only one (3.3%) mother has moved to her present
district for just 6 months but it is within the same region
of her former abode and she has been well acquainted with the
neighbourhood districts.
Table IV-20: Frequency Distribution of Mothers
by Length of Residence in
Present District
Length of Residence N ( % )









11 (36.7)Over 8 years
30 (100.0)Total
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Parent Training, Course Attended
According to Table IV-21 below, two-third, 20(66.7%)
of the mothers have not attended any parent training course
apart from the parents meetings and experimental groups
organized by the integrated child care centres, which are
only available to the parents after their children's
admission to the centres. The rest of them, 10 (33.3%), have
attended parent training courses of different intensiveness
at Hip Hong Club, Hong Kong Christian Service, and Yang
Memorial Centre.
Table IV-21: Frequency Distribution of Mothers
by Parent Training Course Attended
Parent Training N ( % )
Course Attended at
Hip Hong Club 7 (23.3)
Hong Kong Christian 2 (6.7)
Service
Yang Memorial Centre 1 (3.3)




Stressful Incidence Experienced in the Past YearPast Year
Table IV-22 below shows that 24 (80.0%) mothers
have not encountered any stressful incidence in the past
year. Only 6 (20.0%) mothers report to have experienced
stressful incidence in the past year. Among them, 5 have
experienced stressful incidence related to their immediate
families, including unemployment of their husbands, run-away
and ill health of their non-retarded children.
Table IV-22: Frequency Distribution of Mothers
by Experience of Stressful Incidence
in the Past Year
Stressful Incidence N ( % )
Directly Related 5 (16.7)
to Immediate Family
Not Directly 1 (3.3)
Related to Immediate
Family
No Such Experience 24 (80.0)
Total 30 (100.0)
Summary
To summarize, all of these mothers are Chinese. As
seen from the above distribution of personal characteristics,
most of the mothers are within the middle age group and have
lived in Hong Kong for over 20 years. Slightly over half of
them are ancestor worshippers and half of them have had a
primary education. They are mostly housewives or are only
engaged in part-time semi-skilled jobs. Coupled with the fact
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that simple nuclear is the predominant family type and most
of their husbands have to work for long working hours, the
majority of them have to assume an active or even leading
role in child care and discipline. As most of them have 3
children, with a family income of $3000- 7000, and are
living in the urban areas, they can represent the lower
middle class in urban Hong Kong. Since most of them have
lived in their present district for over 2 years and the
number of stressful events experienced in the past year is
very low, it minimizes the risk of these two spurious sources
of stress other than having a mentally handicapped child
among the mothers. However, over half of them have not
attended any parent training courses prior to their
children's admission into the integrated child care centres.
The majority of the mentally handicapped children
involved in this study are of the age range of 4 to 5 and
being the youngest in the family. Slightly over half of them
have no clear indication for their retardation. For most of
them, their delayed development is discovered by their
mothers at a later stage. One-third of the children suffer
from Down's. Syndrome. They have distinctive physical





Personal Stress Perceived by the Mothers
and Their CoDina Pattpv n
Introduction
To every woman alike, entry into motherhood means a
significant transition in her life. To some of them, the
experience is so drastic that it may be regarded as
stressful. This may be especially true for new mothers
beceause there is virtually no training for parenthood in
Hong Kong. Most of the mothers raise their children based on
the knowledge they have accumulated through their own up-
bringing, experiences of their own and/or other parents' as
well as their observation on developmental stages that can
be witnessed in ordinary children. They may regard the child
as a fulfillment or nuisance, a natural product of marriage
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or a disruption of their lives and interests. Such parental
attitude of acceptance or rejection, relaxation or tension,
approval or disapproval, determines the type of care and
guidance they provide to their children.
What makes it extremely difficult and frustrating for
mothers with mentally handicapped children is that there is
little prior knowledge or experience that they can rely on.
The highly varied developmental process of mentally
handicapped children also leaves them with no direct
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L. Broom P. Selznick, So ciology O- A Text With
Adapted Read inns, 4th edition (Tokyo: John Weatherhill
Inc., 1968), p.89.
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reference to be drawn from normal developmental progression.
In this connection, the birth of a mentally handicapped
child is a great challenge to every mother, irrespective of
her experience as a mother. The problem can be more acute if
the child is the first baby of the family
In addition, mothers of mentally handicapped children
are a part of their surrounding culture. Elements of the
dominant stereotype of mental handicap surely also influence
their attitudes, feelings, and reactions. The birth of a
mentally handicapped child renders his mother to a more
vulnerable state than normal parenthood as psychological and
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emotional turmoils are usually induced.
Tne following is findings of the personal stress
perceived by the mothers and their corresponding coping
pattern.
Personal stress Perceived key the Mothers
and Their coL) jBq Pattern.
reel ings of Uncertaintywwwwww.. ww.r wriwwww.s ..r.ew
These feelings refer to states of confusion, doubt,
and perplex i ty• of the mothers about their children's future
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Lonaer a Private Tragedy, edited by'Lynn Wik1er Maryanne,
P.Keenan (U.S.A.: The National Association of Social Workers,
1983), p.96.
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well-being, and the nature and extent of their children's
handicap, which are reported by the mothers to be an
As mental handicap itself is not necessarily static,
and the degree of severity of the impairment cannot be
ascertained at the pre-school period, feelings of uncertainty
are commonly found among parents with mentally handicapped
children. Even for children with congenital defect, as in the
case of children with Down's Syndrome, the development of the
children does not follow the speed of normal children.
Moreover, the damage it can cause is highly varied from
individual to individual, especially when the different
secondary handicap comes into effect. Understandably it would
be extremely difficult for the mothers to predict the
progress of their handicapped children.
Out of the 30 mothers, 27(90.0%) of them experience
such feelings of uncertainty. The 3(10.0%) mothers who do not
perceive such stress either have a child functioning close to
the normal range of development, or they are too pre-occupied
with their financial and housing problems in the family to
think about this. All of the three children of these 3
mothers are boys and have a quite normal appearance. One of
the 3 mothers has to take up two jobs to supplement their
family income. She is so wrapped up in the recent quarrels
between her eldest son and their landlord that she says, I
have never thought about the future of my youngest son.
indication of their stress.
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Among the 27 mothers, they are uncertain of, first,
their children's ability to make an independent and decent
living when they grow up (27) second, their children's
future school arrangement and adjustment (13) and third, the
extent of their children's handicap (11) (Table V-1 at
Appendix IV). Ten of them regard these feelings of
uncertainty to be the most stressful to them among all types
of stress.
For mothers who worry about their handicapped
children's future livelihood, their anxieties are aroused by
their fear of life long care and lack of proper persons to
take care of their children after their own death (16), their
uncertainty of the children's progress as they are aware that
the latters' development will be arrested at certain stage
(8), their awareness of social prejudice against the
handicapped (8), their experience in encountering idiots in
the street (5), and their awareness of the increasingly keen
competition in the society (4). Those mothers who mention
about the idiots all have a mongol child.
For instance, Mrs Lam who worries about her mongol
son's ability, to lead an independent living says, Now I
worry most if he could lead an independent living. I feel
responsible to take care of him for my whole life if
necessary. I don't know who can take care of him after my
death. Other people may not understand him and may trap him.
A labourer in my factory is-also retarded and has been taken
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advantage of by other people. He often looks depressed. One
day when he fights back, he's caught and fired. I worry that
the same mishap may happen to my son too
For Mrs Cheung, her awareness of social rejection
against the handicapped comes from her husband's and
relatives' rejective attitude towards her handicapped son.
I often find handicapped people to be more passive and
introvert, probably because of social rejection they receive.
I trust that my son should have no problem in taking care of
himself in daily life when he grows up. However, I am afraid
that he may not be accepted by the public and may not be able
to compete fairly with others in getting a gainful employment.
Another two mothers, Mrs Kwok and Mrs Tai, also fear
that the meagre income their children can earn in a sheltered
workshop may not be sufficient for them to lead an
independent 1iving.
The second area of uncertainty: 13 out of these 27
mothers also worry about their handicapped children's future
school arrangement. Causes for their anxieties in this
respect include: their rejection of special schools (7),
their awareness of limited school places for handicapped
children (4), and their worry about the children's
adjustment in a less protective environment than the
integrated child care centre (4).
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Among the 27 mothers, 6 of their children will leave
the integrated child care centre in the near future. Five of
the children will go to a special school and only one child
will be promoted to a regular primary school. Except Mrs
Kong, all the mothers accept the arrangements.
Among the 7 mothers who reject special schools, only.3
of them have visited some of these schools and most of them
have just heard about them from other parents with special
children. Even those who have visited special schools like
Mrs Hui, she feels her daughter is far more smart than the
average children in these schools. The most important of all,
she is dissatisfied with the lower academic standard in these
schools when compared with that of regular schools. She is
afraid that once her daughter gets enrolled into these
schools, the child will be banned from regular schools
forever. Her fear represents typical feelings of many mothers
who reject special schools. Still another important factor
that causes such rejection is the disgrace associated with
special school. Among these 7 mothers, 5 of them still
cling to the hope that their children will recover and
return to normal again when they grow up, and they feel too
shameful to disclose to other people about their children's
handicap. Of these 5 mothers, 4 have children with no
discernible defect. Enrollment to a special school will then
mean that they may have to face, with much pain, the cruel
reality of their children's handicap, as well as the need for
them to give up their last hope on their handicapped children
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being normal
Mrs Kong is very emotionally upset when she mentlone
about the latest psychological assessment of her only son whc
has to go to a special school, That assessment session iti
too long for my son to concentrate. So he has
a poor
performance than he usually has. Their decision to place him
in a special school is a great blow to me and m husband.
Both of us have tried very hard these years to train him and
have been delighted with his progress. We're very eager to
see him continue his study in a normal school. Now they tell
me that he's to go to a special school! Those professional
people have more control over our child than we parents. l'm
no better than a puppet. Mrs Kong always holds a high
expectation for her only son who is normal in physique but
has autistic features. She wishes that he would become
normal again and could enroll into a prestigeous school like
some brilliant children. This's the dream of all parents,
she remarks.
Even for those mothers who raise no objection to
placements in a special school, they worry about their
children's capability of adjustment in a relatively
independent setting and the increasingly heavy
responsibilities required for the parents. Mrs Chan is glad
to have her mongol daughter enrolled into a special school
for the mild grade mentally handicapped children. She has not
had the chance to visit any 'of these schools yet, but she has
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heard from other parents from the same integrated child care
centre that no lunch will be provided by the schools. Since
she is sure that her daughter cannot go out for lunch by
herself, she thinks that perhaps she will have to undertake
the trouble to take her daughter out for lunch daily.
The third area of uncertainty is related to the nature
and extent of their children's handicap. All the mothers have
been informed, as soon as the children's handicap is
ascertained, that the children are mentally retarded. They
also know, by explanations given by the physicians or
psychologists, and from their own observations, that the
children are comparatively slower than the average children.
Most of them also know that slow development is not
equivalent to mental illness or idiot. They generally can
accept the term mental handicap or special children but
reject furiously the concept of idiot or disabiliy_
Nineteen out of the 30 (63.3%) mothers accept the
assessment and the fact that such delayed development cannot
be cured. But 11 (36.7%) mothers doubt or are uncertain of
the assessment. Among these 11 mothers, 2 tend to think that
their children are autistic rather than mentally handicapped
5 associate mental handicap with speech delay and think
that as soon as their children can speak, then all will be
alright 3 believe that the children can return to normal
functioning when they grow up and 2 are uncertain of the
extent of their children's handicap. Only one mother says
that she does not know the implication of mental handicap and
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whether it can be cured. Among these 11 mothers, 10 of their
children have normal appearance and 9 are boys. Only 3 of
these mothers have received education up to secondary school
level and 4 have attended parent training courses.
The views of these 1 1 mothers can be represented by
the following 3 cases. Mrs Ng has come to H.K. for only 6
years. Since she cannot speak Cantonese very well, she has
relied heavily on her husband for caring of the whole family
when outsiders are involved in situations like consulting
doctors, professionals, and seeking outside assistance. She
has heard about her son's assessment from her husband but she
does not understand it as she says, When my son's born,
he looked strong and healthy. I'd never imagined that he
couldn't speak until he's 2. They told me that the
development of his brain is slow and he's stupid. I don't
know what that means and I've never asked other poeple. I
only worry about his speech. Now he's learnt to speak. So
Mrs Ng begins to worry about his health problem more than
anything else.
Mrs Fu is different as her daughter has been diagnosed
to suffer from microcephaly and mongolism at her birth. As
soon as my daughter was born, I knew that she didn't have a
normal brain. But I don't know that she'll be so troublesome
as to have speech defect and aggressive behaviors. I don't
know if her condition can be cured.
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Mrs King's situation is unique. She has two
handicapped children. Her first child, a son, was found to
suffer from degenerative brain disease 5 or 6 years ago and
is bed-ridden, Recently, her daughter has been suspected to
have similar symptoms like her son. The girl is still under
observation and no concrete result has been released at the
time of the interview. Facing the threat of losing all her
two children, Mrs King is extremely distressed. To her, the
meaning of mental handicap sounds far better than
degenerative brain disease, because in the latter case, there
is no cure and the deterioration cannot be stoed.
The coping measures employed by these 27 mothers
include teaching their children skills for independence (14).
seeking information(6), and seeking medical treatment(2). But
since the stress is related to feelings, many of them also
rely heavily on emotion regulating measures such as
preparing for life long care (17), thinking only of the
present (12), and maintaining hope on the children's progress
(10). Only 7 of them tend to use just emotion regulating
measures rather than concrete actions. (Table V-2 at Appendix
IV). Of these 7 mothers, 4 are working, 3 are vexed by other
family problems, and 3 tend to deny their ch i ldre'
n s
handicap.
Among the 14 mothers who concentrete on teaching their
children skills for independence, 8 of their children have a
normal appearance. and 10, of their children are found to be
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doing quite well at home. All these mothers share a common
characteristic of placing much emphasis on the importance of
training for their children. Mrs Cheung is one of these
mothers. She is prepared to give life long care to her son,
if needed, but she knows that the emphasis should be placed
on training the boy for independence. She enforces this by
setting regular training schedule for her son every day,
providing him environmental stimuli during weekends by
encouraging outings, and training through daily routines.
The majority of these mothers, like Mrs Lo and Mrs
Kwok, have not set down strict training schedules. They
however emphasize the importance of fostering good habits in
their daily life. Mrs Lo helps her son to form good habits by
reminding and correcting his trivial behaviors such as
putting off the light when he leaves the room and flushing
the toilet after use.
Six mothers seek information from others regarding
school arrangements. Four of them take more initiative in
their children's rehabilitation programme and the other 2
merely obtain information from their friends who also have an
inflicted child. The people with whom they discuss their
problems frequently are parents with special children. Most
of the information they can get is from the mass media. Only
one mother mentions discussion with professionals. However,
on the whole, they feel rather helpless about the school
arrangements.
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As the feelings of uncertainty inevitably induce
feelings of helplessness, feelings of Inadequacy in guidance
and emotional distress, these mothers have to rely a lot or
emotion regulating measures to upkeep their coping efforts.
The most prevalent one employed by them is their wishful
thinking for life long care to be given by the siblings or
relatives in case of their death (17). Three mothers mention
that they will save up money for their children. Such
pessimistic attitude is common among mothers with children of
discernible defect and apparant deviant behaviors such as the
mongols and children with autistic features. Many of them no
longer cling to the hope for reversibility of their
children's conditions, or they are prepared for little
progress of their children's overall functioning. It
indicates that the children's abilities and performance do
affect very much the constructive measures taken by their
mothers.
Since the stress discussed here is largely beyond
their control, 12 mothers also stick to the philosophy of
living from day to day as a strategy to prevent themselves
from being disappointed. Mrs Lo relies a lot on this
strategy. .I've given up any aspirations for my son. I've
found-that the higher aspirations I hold, the more distressed
and disappointed I become. I'll not give up my effort to
train him but I only focus on what he can do now. Then every
achievement of him will be a surprise and a delight to me.
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To summarize, the mothers rely much on emotion
regulating measures and 7 of them resort to using emotion
regulating measures as their sole coping strategy. Direct
action taken by them, which means giving training to their
children at home, is influenced by their hope on the children
for making progress and their assessment and acceptance of
the children's limitations.
Feelings of Guilt
From the literature review, guilt feelings are caused
by the mothers' belief that the birth of the handicapped
children is a violation of social standards or norms. In this
study, these feelings refer to the sense of responsibility
for wrong doing on the part of the mothers for causing their
children's handicap, which is reported by them as an
indication of their stress.
All the mothers have, at some point of time, after
they have been informed of their children's defect, searches
for an explanation for the cause of their children's
handicap. They usually regard their inadequate pre-natal and
post-natal care as the prime cause. Among the 30 sampled
mothers, 5 (16.7%) of them, 2 with a mongol children and 3
having a child with no discernible defects, firmly believe
that they have not done anything wrong to cause their
children's handicap and they are no longer in search of an
answer. These 5 mothers are therefore excluded from this part
of the analysis.
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Among the 25 (83.3%) mothers who admit that they feel
guilty for their children's handicap, 15 of them attribute it
to their poor pre-natal care, such as the medicine and wine
they have taken, or because of their negligence to nutritious
food and lack of ample rest during their period of pregnancy.
One mother also mentions her age as one of the factors.
Mrs Man, a trained nurse, firmly believes that she
should be held responsible for her mongol daughter's mishap.
I was in my early pregnancy when my eldest daughter and I
came to Hong Kong from Mainland China. I didn't know that I
was pregnant at that time. I received several vaccinations
when I crossed the border. Afterwards, I contracted pneumonia
and received X-ray examination. Furthermore, I was under
severe tension at that time too since my husband was not in
Hong Kong and I had to support the family all by myself.
Later I learnt from a physician that if the child's handicap
was caused by medicine, she would be smarter than those
caused by congenital factors. Now I find my daughter is only
slow in response and not as so stupid as some other mongols.
I believe that we parents are responsible for causing her
handicap. She is so sad about the child that she tends to
hide her fear and dismay by stressing the positive aspects of
the child's development.
Five mothers believe that their use of contraceptive
pills is the cause for their children's handicap. Mrs Fu
says, The doctor asked me-about the causes for my daughter's
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handicap and I thought that it might be owing to the
contraceptive pills I'd taken for several years before my
daughter's birth. Although the doctor said that he wasn't
sure about it, I know that this must be the cause
For all these mothers who attribute the causes of
their children's handicap to pre-natal causes, 10 of them
have received education only up to primary school level, and
their children are the youngest in the family
Another 5 mothers attribute the cause of their
children's handicap to their inadequate care during the
children's infancy. Four of them have received an education
up to high school level, and all of them are quite well
equipped with knowledge of child care.
Mrs Sze is in deep regret when she merit ions this,
I've been remorsed for having been too occupied with my
employment during my son's early years to give him adequate
care and attention. I left him to the care of my father-in-
law soon after his birth. My father-in-law is very fond of
him but he doesn't know how to stimulate him.. He thinks that
children are alright as long as they're quiet and don't give
him too much trouble. As soon as she finds out her son's
deviant development and the precipitating cause p Mrs Sze
quits her job and resumes all the child care responsibilities
over her only son.
t-towever, cne other mothers cannot find any concrete
explanations for their children's handicap. Their feelings of
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guilt then surge mainly from the fact that they are the
mothers of these children.
Mrs Lo regards the revelation of her elder son's
abnormality at the age of 2 as a traumatic experience to her.
For a long period I've kept asking myself why I should have
such a child. If we parents are wrong, then the parents
rather than the children should be punished. I've suspected
that I might have done something wrong to cause my son's
handicap, such as violation of our norms by taking inhibited
food during my pregnancy, being too careless as to let my son
fall from bed to the ground when he's a baby, employing
Philippine maids who can't speak Cantonese, and even accusing
my husband of taking too much wine. But in fact I'm not
convinced with any of these reasons, because now my second
son is perfectly alright. Anyway, I still feel guilty simply
because I'm his mother.
Besides, one mother attributes the cause to improper
handling during delivery, another mother finds the answer
from incompatible genes between her and her husband, and
another mother associates the cause with her own weak health.
(Table V-3 at Appendix IV)
Such guilt feelings often put the mothers in a state
of constant or recurrent depression, and many of them believe
that their families should be happier without their
handicapped children. To handle such emotional turmoils, both
remedial actions and emotion regulating measures are used by
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them. Out of the 25 mothers, 13 of them emphasize
that they should compensate what they think the children have
been deprived of. Nine focus on improvement of their
children's abilities through training, or through provision
of stimulation. Four mothers try to make it up by giving
their children more nutritious food.
For instance, Mrs Hui who attributes the cause of her
daughter's handicap to her inadequate care during the
child's infancy, said, I'm too busy for remorse now and
such feelings are fading away. What I'm concerned now is to
make up what's lost in the early days. So she coaches the
child for a fixed period daily.
All the 13 mothers who emphasize taking remedial
actions are those who believe that their children's handicap
is caused by lack of adequate care during the early days, or
they are guilty because the children were given birth by
them. Seven of them have received parent education and 7
still cling to the hope that the children will return to
normal functioning.
Another coping strategy adopted by 9 mothers is
essentially denial, escape, and making sacrifice. All of them
put the blame on their husbands so as to free themselves from
the feelings of guilt. In addition, 3 mothers keep themselves
busy with jobs or household chores. Two of them mention that
they can divert their attention by knitting or going out for
a walk. Three mothers sacrifice themselves for the needs of
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their children by giving up their own interest or
needs.(Table V-4 at Appendix IV)
For instance, Mrs Lee who cannot accept her son's
handicap, says, I often attribute my son's speech defect to
my husband's quiet personality. They are so identical to
each other. She finds great consolation from her job where
she can pull herself away temporarily from the stress
originated from her son's troubles. Mrs Fu feels so guilty
about her daughter's handicap that she has given in to the
girl's demands at the expense of the well-being of other
family members and herself. Despite their tight family budget
and her busy engagement in two jobs, she spends a lot of
money in buying the girl snacks, and on medical expenses. She
has also given up her own recreational needs for the sake of
daily care of the girl.
Apart from taking remedial actions, many mothers have
to resort to emotion regulating measures simultaneously to
handle their guilt feelings. The emotion regulating measures
used by them include: believing in fatalism (13), maintaining
hope for the progress of their children (10), and preparing
for life long care (8).(Table V-4 at Appendix IV)
For the mothers, the word fatalism carries two
different meanings. In its religious sense, fatalism in
Buddhism means retribution for the sin committed by oneself.
or one's ancestors. Its emphasis on retribution may foster
a resignation attitude of the parents. However, if fatalism
is interpreted in terms of the Chinese philosophy in
Confuciusism, Menciusism, and Taoism, it resembles the
meanings of mandate of heaven, personal destiny, and course
of order. It does not deny man's effort in searching for a
better way out of his destiny.
Among the 13 mothers who resort to fatalism for an
answer, 9 are ancestor worshippers, 2 are buddhists, and 2
have no religious affiliation. For some mothers, usually
those who are older in age, and less educated, fatalism means
retribution and is close to its religious meaning. It means a
punishment for one's sin. Mrs Tsui is influenced by the
cultural prejudice against the families of the handicapped in
Indonesia where she comes from. She says that having an
abnormal child is regarded as a sign of punishment for the
crimes one has committed and the parents would therefore be
looked down upon by other people.
Mrs Lam adheres to these views: You can't deny that
it's fate to have a special child. The older people often
comfort me that my mongol son has his luck. Soon after his
W. Eberhard, Gu_i]. t and Sin In Traditional. China
(U.S.A.: University of California Press, 19677
G. Sjohelm, Observations on the Chinese Ideas of
Fate, in Fatalistic BeHef in Re iigion Folkiore And
Literature (Sweden: Alurquist Wiksell Stockhalm, 1967) pp.
26-132.
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birth, my husband happened to have a chance to start his
business and since then our financial condition has begun to
improve. So far, our business has been good. As long as we
can afford to save up some money, his future can be better
guarrenteed. She takes it as a kind of supernatural
arrangement.
But for most of the mothers, the meaning of fatalism
is close to the Chinese ideas of fate. Mrs Sze, who is a
buddhist, says, When I feel so guilty about my son's
handicap, my husband will console me by saying that it's
fate. If it's been determined that you should have an
abnormal child, no matter how hard you've tried to evade it,
you'll have him anyway. Even if the child's grown up
alright, he may meet accidents and may become an idiot
someday.
Mrs ChiJ has no religious affiliation, and has
struggled for more than 2 years to alleviate her strong
feelings of guilt after the birth of her mongol son. The
birth of my mongol son has changed my whole outlook on life.
I'd had a miscarriage before I conceived him. So when I got
pregnant again, I was very careful. I gave up my work and
paid special attention to my food because I wanted this baby.
I have never dreamt that despite all these precautions I took
I still have an abnormal child. So it proves that things are
beyond our control. All is determined by the Heaven. Now I
believe in fatalism. If it's determined that you should have
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such mishap, you'll have it in one way or the other. Even if
my son is normal, I may well have other misfortune. It's
one's own destiny. So I've nothing to complain about-
Mrs Kong, an ancestor worshipper, also holds similar
views and she elaborates her standpoints even more clearly,
I keep asking myself why I should have a special child. I
can't find a satisfactory answer to that question, not even
from searching my family history. The only answer I can find
is from fatalism. My mother often consoles me by saying that
things are determined. Now I believe that it may not be my
fault. Even those wealthy people got handicapped children.
The number of handicapped children is greater among the poor
simply because the number of poor people is greater than that
of the rich. What is implied here i s a matter of chance,
probability and determinism. So it is like in any gambling
game, some participants are bound to loose.
For most of the mothers, the concept of fatalism is
quite different from the old wives' tales or traditional
belief. However, this religious concept of fatalism has
induced in some mothers a more or less resignation attitude
and disposes them to stronger feelings of guilt. They may
refrain from -taking direct actions that aim at resolving
the problem. Seven of them are ancestor worshippers and 5
with only primary school educational background. They tend to
use emotion regulating measures such as denial, maintaining
hope and preparation for life long care as their coping
strategies.
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The feelings of guilt and shame, if co-exist, could
produce a strong reaction in the mothers. Mrs N ai is a good
example of this. Her belief that her daughter's handicap is
caused by inadequate care during the early years makes her
very nervous during the interview and she evades from
disclosing the fact that her daughter has been placed with a
child minder after her birth. The source of this information
essentially comes from the child's maternal grandmother and
is later discovered by the researcher from discussions with
the child care worker. Coupled with her shame feelings that
her daughter fails to live up to her expectation of a
brilliant person as herself, she states, I don't like to
hear other people talk about my daughter's abnormality. So I
refuse to go to talks organised for parents with special
children and I seldom participate in parent meetings run by
the child care centre.
An unique case is Mrs King, who suspects that her
daughter's handicap is caused by genetic factors and the same
also cause degenerating brain disease in her son. While
witnessing two of her children in deteriorating health, it is
too painful for her to face the situation. Although she still
takes her daughter for the treatments required, she denies
her children by saying that it is always a burden to have
children and even to get married. She also feels so sorry for
her husband because she has already undergone sterilization
operation that she proposes a divorce. She wishes that he can
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marry another woman and raise healthy children to continue
his family tree.
Another measure for emotion regulation is to
maintain hope, which is usually achieved by looking at the
positive side or the strength of the children (4), making
comparison with children in a worse condition (4), and always
looking forward for progress (3).
To summarize, many mothers resort to remedial, denial,
escape behaviors as well as emotion regulating measures to
cope with their feelings of guilt. Those who have strong
guilt feelings also tend to be overprotective and/or reject
their handicapped children in a subtle way.
Feelings fo Shame
According to the literature reviewed, the mothers'
feelings of shame are caused by their awareness of having
their weakness being exposed and made known because of the
handicapped children. In this study, these feelings refer to
distressed feelings of embarrassment, inferiority, and
dishonour of the mothers, caused by public exposure of the
children's handicap, which are reported by the mothers as an
indication of-their stress.
Of the 7 (23.3%) mothers who said that they do not
feel ashamed of their children, 5 of their children have a
normal appearance and 4 of them have no speech problem. Only
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one child is a mongol and another child has visual defect.
The mother with a mongol has six normal children and a close
friend with a mongol child. So she does not feel particularly
ashamed to have an abnormal daughter. Four of the mothers
have received education up to secondary school level and they
have their own views. As one of the mothers, Mrs Lo, says,
I've a very strong concept about right and wrong. If I'm
convinced that I'm right, I won't mind what other people
say. I'll not feel ashamed if my son screams in the street.
What's wrong with it for a small child to do this? I'll
take him away only if his behavior has caused nuisance to
other people. She takes her son wherever she goes, to v is i t
her friends and for various outings. She also insists on her
son's right in receiving proper training he deserves from a
regular school.
There are 23 (76.7%) mothers who admit to feel ashamed
of their children under certain circumstances when their
children's handicap attracts public attention. The term
public refers here to people at large, one's neighbours or
friends.
The first source for the mothers' shameful feelings
comes essentially from their comparison of their children
with others, and their children's ill temper, obstinacy and
odd behaviors such as restlessness and agression displayed in
public places(17). (Table V-5 at Aendix IV)
107
Mrs Sze is often caught in such embarrassing
situations. It is a long way to travel from our home to my
son's school by bus daily. Whenever he gets excited, my son
will scream in the bus, or grasp whatever he finds
interesting, attracting all the peculiar looks from other
people. Since he looks alright, other people may think that
I've spoiled him. My neighbours too, often wonder why I've to
take the trouble to send him to a school outside our
neighbourhood. They'll ask me questions like what kind of
class he's in. I often find it difficult to answer these
questions.
The second source to the mothers' shame feelings is
related to reactions of the public towards the handicapped
children (15). Such reactions encompass: people's suspicious
or sympathetic look at the handicapped children, their
enquiries about the children's schooling and delayed
development, teasing about the children's handicap, and
discrimination against the mothers because of the children's
handicap. (Table V-5 at Appendix IV)
Mrs Ng, a very traditional Chinese woman who came from
the rural area of China 6 years ago, is not aware of her
son's mental handicap. She is only upset and feels inferior
when she hears their neighbours tease her son, They call my
son a mute simply because he can't speak. It hurts me badly.
I don't know why I've given birth to a son who has no speech
ability. Other people's children all can speak.
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The third source of shame, however, comes from the
mothers' own belief and value systems, Five mothers believe
that it is a disgrace to the family to have a handicapped
child. (Table V-5 at Appendix IV). Such belief may be
originated from superstitious believes in the connection
of sin and abnormality, as reflected in some old wives' tales
about mental handicap. It may also be influenced by the
unfavourable social attitude toward the handicapped.
Among these 5 mothers, 4 have received an education up
to primary school level and are ancestor worshippers. Two of
them were born in Indonesia and another 3 were born in
Mainland China_
Coping strategies used by 22 out of these 23 mothers
are predominantly avoidance to escape from unfavourable
reactions of other people. Among their neighbours and
friends, 11 mothers will avoid talking about the children's
problems, or avoid going into details about the children's
weakness. Nine will simply avoid taking their children along
to visit others or to certain districts where they can
foresee prejudice from other people. Six will select the
places to take the children out. They usually favour places
where they will feel more secure, such as parks, meetings and
outings organised for parents with special children, or
gatherings with their bosom friends. In response to queer
looks casted by strangers, 3 of the mothers will walk away or
pretend not seeing them. (Table V-6 at Appendix IV)
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Mrs Hui says, I don't like to mention my daughter's
defect to other people because they may not be able to help.
Worse still, they may spread the news around and it'll
result in more prejudice against my daughter. Her husband's
and mother-in-law's shameful attitude is also one of the
reasons contributing to her reaction. When other people ask
about my daughter's slow development, I'll just acknowledge
it and then keep silent.
Yet for some mothers like Mrs Chik, she feels less
nervous about it. I feel that people are more friendly now,
probably because there are more public education programmes
on television. Most of my friends and neighbours are nice to
me. Only occasionally some passengers may cast a peculiar
look at my son. I'd pretend not to look at them and let them
look at my son. I'd feel slightly upset. However, in this
world, everyone has a right to look at other people. I'd
tell myself that this person may be too ignorant and poorly
aducated to show such reactions. Sometimes I'd ask my son to
show his abilities such as clapping his hands to the song I
sing, which may surprise these people and may prove to them
that although my son looks abnormal, he could function just
like a normal child. Mrs Chik lives in a low cost housing
state. Her positive comments on her neighbours are shared by
some other mothers living in low cost housing estates, such
is Mrs Chung, Mrs Fu, Mrs Tong, and Mrs Fung. This is quite
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different from the findings of Khoo 75 who has found in her
study that families living in these estates feel particularly
isolated. The researcher speculates that one of the causes
for such changes may lie In the increasing number of
sheltered workshops or rehabilitation centres being built in
these estates, which offers more contacts between the
ordinary and the handicapped people. Of course, it also
depends, to a great extent, on the mothers' motivation and
ability to establish relationship with others.
Another coping strategy used by 6 mothers is to put
the children's behavior under control in public places. This
includes: training and pushing the children to behave like
ordinary children (3) holding the children's hands and
watching them closely (1) reminding the children to behave
properly before going out (1) and spanking or stopping the
children whenever they behave improperly in public places
(1). This strategy is usually applied to children who are
described as obstinate, wilful, and hard to control in public
places, or whose mothers are very conscious of peculiar looks
from other people. (Table V-6 at Appendix IV)
Mrs Ho feels extremely ashamed of her son's poor
achievement. Her denial of her son's mental handicap can be
substantiated by her coping behaviors. I feel very inferior




patience in doing his school work. He looks alright from
appearance. But his intelligence is lower and his academic
achievement is far behind that of other children. I think all
I can do is to push him towards the goal of catching up with
ordinary children. He is quite normal. However, as he is so
stupid and defiant, I feel embarrassed to take him out. There
is no reason to let others know that you got a stupid son..
Since his birth, I've reduced the frequency of my visits and
contacts with my friends.
Eight mothers will just tolerate the situation and
maintain hope on their children's progress. They may console
themselves that their children are better than many other
children or they just lower their expectations. Among these 8
mothers who cope by maintaining hope, 7 of them have received
an education up to primary school level, and only one of them
has received parent training. (Table V-6 at Appendix IV)
In summary, the feelings of shame of these mothers are
closely related to their education level and cultural
background. The children's normal appearance may help lower
their mothers' level of shame feelings but again it may
increase their tendency to deny their handicap and this forms
a vicious circle. Coping strategies are predominantly
affected by the source of shame. Since the source of shame
mainly comes from comparison with normal children and queries
from outside people, avoidance is frequently used. Besides,
control of the children's behavior in public places,
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tolerance of the situation, and maintaining hope are also
frequently employed by these mothers.
Feelings of Inadeguacy
These feelings refer to the mothers' incompetent
feelings towards their maternal roles subsequent to their
having a mentally handicapped child, which are reported by
the mothers as an indication of their stress. It can be
further divided into feelings of inadequacy in providing
guidance to the children and feelings of inadequacy at
reproduction.
Owing to the unstatic nature of mental handicap and
the prevalent feelings of uncertainty among the mothers,
29 mothers feel inadequate in taking care of their children
under certain circumstances after they have been informed of
the children's handicap. However, they have also made the
effort to find out ways to handle problems of their children.
Altogether 7 (23.3%) mothers do not feel particularly
inadequate in teaching their children. Out of these 7
mothers, 4 of them have received parent training of some
sort, 2 are quite resourceful in this respect and one mother
has a second handicapped child of similar nature.
This leaves 23 (76.6%) mothers who feel inadequate in
guiding their children. These feelings of inadequacy are
primarily caused by their awareness of their ignorance of
effective methods in guiding their handicapped children (21).
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and the children's failure to achieve targets set by them
(3). (Table V-7 at Appendix IV) Their awareness of inadequacy
also emerges mainly from their frustrations that their
children easily forget what they have taught them, their
children are more obedient to others especially their
teachers than to themselves, and their children's better
performance at school than at home. As a consequence, the
majority of mothers usually have these feelings, I don't
know how to teach my son. Many skills he's learnt and
mastered in the child care centre such as putting on his
clothes he can't do it at home. So I give up and let him do
as he likes. But I'll not feel particularly upset about it
because I'm not a professional. Even for ordinary children,
they also listen more to others than to their own parents.
Mrs Heung also feels strongly about this. The
professionals can teach our children better than we parents.
They've a wider perspective and are more knowledgeable. They
also have contacts and connections among themselves. On the
whole, the mothers who are older in age, lower in educational
standard, of poorer financial condition and limited
resources, rely more on teachers and professionals than those
who are younger and better educated. It is therefore not
surprising that for half of the mothers, finding a proper
school for their children is seen as the most significant
responsibility of a parent. When they are asked about the
kinds of services they would need, the majority of the
mothers consider that provision of appropriate school places
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as the service they are most in need of. Effective parent
training becomes the second on their priority list.
1ne usual coping strategies of these mothers include:
using methods which they think are appropriate on the
spot(12), discussing with professionals (10), finding
information from newspapers, magazines, books, radio and
television programmes (6), placing the responsibilities of
care onto other children in the family (5), discussing with
friends and parents with special children(4), and discussing
with their husbands (2). (Table V-8 at Appendix IV)
Mrs Ma has not received any parent training. She often
finds her handicapped son a burden to her and a nuisance to
her family. She finds it particularly difficult to understand
and communicate with him because of his speech defect and
unstable mood. She often caters for him in any way, or ask
her younger daughter to take care of him. She prefers to
teach her younger daughter who will catch her message
quickly, I often spend more time in teaching my younger
daughter and then ask my younger daughter to teach her elder
brother. They can communicate better with one another because
both of them are children. In 4 of these 5 cases that the
siblings of the handicapped children are involved, the
siblings are the elder ones. For 2 of the mothers, they also
intend to make use of this opportunity to train up their non-




Mrs Chik has not had the chance to attend any parent
education courses. So she says, I teach my mongol child the
same way I teach my elder son. I learn these teaching skills
from my experience of rearing my own younger siblings. I also
read books in connection with child care.
Mrs Lai has not received any parent training too, but
she is concerned about her son's progress and her son hac.
also been proved to function quite well. Her handicapped son
is her eldest child. I only teach him in the usual way a
mother does. When I accompany him to school, I make use of
those 30 minutes to explain things we see on our way. I'll
ask him questions and if he doesn't know the answer, I'il
explain to him. I take him with me when I go to the market
place and point to him different kinds of things. Sometimes I
follow the curriculum of the child care centre and teach my
son accordingly, and I also take the intiative to ask the
teachers when I have difficulties. I use no special skills.
The only key is to keep repeating things to him. Mrs Lai's
feelings of inadequacy surge only when her son disobeys her.
For Mrs'Cheung who has received parent training, what
she essentially does is, I'll insist on my son's finishing
his homework before he can leave the chair. I know that it's
difficult for him to write well because of his visual defect,
so I use special exercise books to help him. If he becomes
impatient, I'll not allow him to give up. But I'll think of
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Mrs Lee has received parent training but she gains
insight from her own experience that It's the characteristic
of my son to learn and do things which interest him. If he
has no interest, you can't even force him to look at them.
The most important thing is to know his interest. However,
placing too much emphasis on the boy's interest, Mrs Lee
tends to neglect that his obstacles in learning progress may
be hampered by his limited capabilities which confine to
certain areas and he must take time and require help to
overcome them. In this connection, a mother's acceptance and
understanding of their children's limitations and
potentialities take precedence over their skills in training.
Most of the mothers also find it helpful to discuss
with parents with special children, especially if their
children are faced with similar problems. But probably
because of their husband's long working hours and different
perception of their children's problems, they seldom discuss
the children's problem with their husbands. Only 2 mothers
find their husbands to be more capable of teaching and
understanding their children than they are. The support they
can receive from their husbands in this respect is therefore
rather limited. Instead, they find more support from the
professionals.
For the feelings of inadequacy at reproduction,
it only applies to 10 (33.3%) mothers. The rest of them
(66.7%) all have at least 2 or more children or have already
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been sterilized. For 18 mothers, their handicapped children
are the youngest in the family and they have already decided
not to have any more children prior to the birth of their
handicapped children. They are therefore not affected in
this respect. Instead, it creates stress only to those whose
handicapped child is the only son or the only child in the
family., or for those who do not have a son yet. Among these
11 mothers, 4 of the handicapped children are the only sons
in the family, 3 of the handicapped children are the only
child, one mother has only two daughters and 3 mothers have
planned to have one more child. Usually, the pressure comes
from their parents-in-law, husbands, or even relatives. Their
rationale lies primarily on the traditional Chinese value
that pays high regards to the place of a son in the family.
In a few cases, the husbands or in-laws are so disappointed
with their handicapped sons that they wish that they could
make it up by having normal sons. For instance, Mrs Sze finds
it difficult to handle the situation when her relatives keep
asking when she will have her second child.
Causes for these mothers' inadequate feelings at
reproduction are: their fear that their handicapped children
will become more deprived if they give birth to one more
child (5), their fear that they might give birth to another
abnormal child (5), their worry over financial constraint in
their families (4), and their lack of confidence in managing
one more child (3). (Table V-9 at Appendix IV)
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Among those who fear that they may give birth to
another handicapped child, causes of their children's
handicap still remain unknown. Mrs Sze voices her views very
clearly, I've discussed with my husband about our family
planning and we fear that we may have another abnormal child
since we still don't know whether the cause of our son's
handicap is congenital or contracted. We only suspect that
it's caused by his convulsion at the age of one month.
yor Mrs Ngai, her worry is caused by the uncertain
condition of my daughter's present functioning. To have
another child will mean an additional burden to me. But at
times we're ambivalent because we want to have one more
child to keep her company. However, we aren't sure whether
our second child would be normal. The demanding nature of
her job and her suspicion that her daughter's handicap is
caused by inadequate care during early years certainly add to
her ambivalence.
To cope with these feelings of inadequacy, 3 mothers,
all of them have 2 children already, have made up their minds
not to have any more children, despite pressure from their
husbands. Seven mothers, however, remain ambivalent and
cannot make a decision yet. (Table V-10 at Appendix IV). Mrs
Hui, who has only 2 daughters and has been under constant
pressure from her mother-in-law to have a son, says, I'11
follow things naturally. Both my husband and I don't want
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any more children as I've to spend lots of time on my
handicapped daughter and we want to save up some money for
ourselves. However, I'll accept it in case I got pregnant by
accident. Such decision making in family planning reflects
that although the mothers have greater autonomy in deciding
the number of children they should have, they are also under
constant pressure from their in-laws, relatives, husbands and
even themselves. The traditional Chinese value to have a
normal son to continue the family heritage affects all of
them. For some of the families, especially those conservative
ones, the mothers' ambivalence shows that such a decision is
still of fundamental importance in upkeeping the equilibrium
of a harmonious family relationship. Only one mother mentions
that her sexual life has been disturbed by the birth of her
mongol son, but such uneasy feelings have been overcome after
her sterilization.
Feelings of Confinement
These feelings refer to the mothers' perceived
restrictions on their activities and interests as a result of
having a mentally handicapped child, which are reported by
the mothers as an indication of their stress.
Among the 30 mothers, 17 (56.7%) of them have
feelings of confinement. For those who do not have such
feelings, 9 (30.0%) of them live with their in-laws or have
their in-laws living nearby whom they could turn to for help
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if necessary. Seven (23.3%) are housewives who accept their
roles very well, 5 (16.7%) are working mothers and one (3.3%)
mother places her son in the care of her own parents.
Causes for feelings of confinement include children's
needs for excessive time care (17), sacrifice made on the
part of the mothers (5), and lack of support from others (5).
(Table V-11 at Appendix IV)
On the requirement of excessive time care, 11 mothers
feel that their children always need extra-ordinarily
intensive care and close supervision, 4 find their children
too attached to them, and 6 find that they have to spend
extra time on their children.
Mrs Kwok is one of these mothers. She has always had
to keep an eye on her 4-year-old son who is very restless and
destructive in the house. I've to watch him closely when
he's at home, keeping away all the breakable things in the
house and in case I'm busy in the kitchen, I'll ask my elder
daughter to keep an eye on him. As a result, Mrs Kwok also
suffers from a feeling of social isolation as she has little
social life or friends of her own.
Mrs Lo says that she is very annoyed at times by her
son's extreme attachment to her. When she returns home after
a day's work, her son insists on following her everywhere she
goes. He will not release her even at her bath time, and
usually demands to creep into her bed at night. He's too
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demanding and has intruded too much into my private life. I
feel that there's little time left for myself. However,
being a working mother, Mrs Lo has no feelings of isolation.
The same problem is faced by Mrs Yu who regards her
love as the utmost thing needed by her 5-year-old mongol son.
She says, He doesn't like to play by himself and often
demands others' attention and company. If I can't entertain
his request, he'll look very unhappy or will sleep on the
floor, an action which he knows well that I disapprove
of. Sometimes he listens to my explanation and plays with
his toys for a few minutes. But soon he looks for me again.
Mrs Yu does not feel socially isolated too. It has been the
pattern of their family to have little contacts with their
friends and distant relatives because of the couple's quiet
personalities. But the birth of my son has created more
opportunities for outings for me because I've to provide
him with more effective environmental stimuli. So she thinks
that her mongol son has brought her more social activities
rather than isolation.
But Mrs Tsui finds her daily care and coaching
schedule for her handicapped son an additional burden to her,
because she has to assist her husband's business and to coach
her elder son too. After fulfilling all these
responsibilities, she feels that virtually there is no time
left for herself.
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Mrs Kong feels that she has lost her freedom since the
birth of her only son, When he's a baby, I had to take care
of him. Now he's 6 years old, I still have to accompany him
everywhere he goes. He's such a burden that I couldn't leave
him at home alone, not to mention taking up employment. She
has strong feelings of confinement because her son is
allowed to stay in the child care centre only for the
mornings and the family income is limited.
As a result of their children's demand for more
intensive care and close attention, 5 mothers feel that
opportunities for them to develop their own interest and
chance to make friends are limited.
Another cause for the mothers' feelings of confinement
is the feeling of helplessness, because they perceive that
they can get little help from others, or have unsupportive
husbands, or have husbands who live separately in Mainland
China. The problem of 2 mothers is however more or less self-
imposed, as they feel that they cannot leave their children
to other people because of their handicap. One of the
children is restless and the other is extremely timid and
dependent on his mother.
However, the feelings of confinement do not
necessarily lead to the feelings of isolation which are
usually accompanied by strong feelings of shame and extremely
limited social activities. Among the 30 sampled mothers. in
this study, only 3 (10.0%) mention about these feelings of
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isolation.
To cope with the feelings of confinement, 10 mothers
seek help from their family members and relatives to look
after their children, and 2 of them seek help from a
training centre and a church. Three mothers give up their own
interest in order to spare more time on their children and
another 2 try to lower their children's dependence on them.
Emotion regulating measures in the form of rationalization
that this is a mother's responsibility and there is no better
solution (12), and maintaining hope on their children's
progress(2), are also used. (Table V-12 at Appendix IV)
Mrs Siu is very resourceful in enlisting the help from
her family members and relatives. She works as a nursery bus
driver with long but intermittent working hours. Every
morning after I've left my son with my parents-in-law living
nearby, I've to send the first batch of students to school.
Then I return to my parents-in-law's place to pick up my son
and drive him to the ground floor of the child care centre
where a relative of mine will pick him up and accompany him
to the centre. My younger sister living together with us will.
bring him home- from the centre in the afternoon. She also
enlists help from other relatives in escorting her son for
physiotherapy and occupational therapy.
For the 2 mothers who emphasize lowering their
children's dependence, they try to enforce this by keeping
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their children occupied by something else that attracts them,
such as toys, or by explaining and setting limitations on
their children's behaviors. Mrs Lo who supports consistent
discipline, says, I'11 explain to my son that I need to
have a bath too when he wants to go to the bathroom with me.
Whenever he creeps into my bed at night, I'll tell him that
he has to sleep quietly and as soon as he falls asleep, we'll
move him back to his room so that he learns he has always had
to sleep in his own bed. Both of these 2 mothers have
received an educational standard up to secondary school level
and are quite knowledgeable about the training method for
mentally handicapped children-
To summarize, the mothers use both coping behaviors
and emotion regulating measures to tackle their feelings of
confinement. Their coping behaviors are predominantly seeking
help from others instead of being directed to lower the
dependence of the children.
Feelina of Fatigue
These feelings refer to conditions of being very tired
and exhausted physcially as a result of their special
attention paid- to the handicapped children, which are
reported by the mothers as an indication of their stress.
Generally all the mothers agree that caring for their
handicapped children is a taxing job. However, 20 (66.7%) of
them indicate that the burden is much released after their
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children's enrollemnt into an integrated child care centre.
One mother reports frequent fatigue because of her own weak
health. All of them are therefore excluded in this part of
the analysis.
Of the 30 sampled mothers, fatigue is reported by 9
(30.0%) of them. Four of them take up a full-time job and 2
have to work as part-time workers. Causes for their fatigue
primarily lie in their heavy responsibilities in the family
(8), and the tiresome travelling from their home to
school(4). (Table V-13 at Appendix IV)
For instance, Mrs Wong has to work on night duties
as a cleansing worker from 11:oo p.m. to 3:oo a.m. After a
short sleep, she has to pull herself up from bed in order to
escort her handicapped son to an integrated child care centre
of around an hour's driving distance from their home. It is
especially tiresome for her because her son refuses to walk
and she has to carry him on her back all the way. If it
rains, it becomes more troublesome. I accept the school
because I'm eager to send my son to school as soon as
possible. But sometimes when I feel too tired to do it, I'll
ask my husband to help or simply let my son give up his
schooling on that day.
Again Mrs King is an unique case here. Her fatigue is
caused by her frequent visits to her son at the hospital, her
responsibilities to escort her daughter for therapies, and
most important of all, her desperation and sorrow caused by
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the fact of having two handicapped children.
To cope with the situation, the mothers rely primarily
on self-reliance measures such as taking more rest (4),
having more recreation (2), sacrificing their children's
schooling (2), and giving up their own interest (1). In
addition, 5 mothers also seek help from others. This includes
seeking help from their husbands and relatives (3), and
seeking medical treatment (2). (Table V-14 at Appendix IV)
Hence, the feelings of fatigue are common to mothers
who have to undertake a dual role, whose children are
enrolled in centres far away from their homes, and who have
more than one handicapped child. Self-reliance measures are
the primary coping strategies. Of these 9 mothers, 6 of them
live in low cost housing estates, and one in a stone hut. As
the mothers' feelings of fatigue are concerned, there exist a
possible relationship between the financial condition of the
family and the mothers' stress and coping pattern.
Feelings of Helplessness
These feelings refer to states of distress of the
mothers caused by their feelings that things are out of their
control, and help does not come when needed, which are
reported by the mothers as an indication of their stress.
All the mothers say that when they first heard about
the diagnosis on their children's handicap, they were shocked
and the feeling of helplessness crept in gradually. The
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initial adjustment period, which may last from a few month
to years, is usually regarded as most depressing. All mother
report to have felt desperate and helpless during thi
critical period. Following the introduction of trainin,
services and especially settlement of the children's schoo
placement, such feelings will gradually diminish. Mrs Lai
describes vividly how she gets rid of her feelings o,
helplessness, When I was first told that my son was a mongo.
by a nurse, the whole world seemed to have fallen down. Foi
several months I couldn't accept that this's true and I fell
very lost and helpless for nearly half a year. I kept myself
busy by sewing. One day I was informed about the availa.bilit)
of training services for special children by a kind-hearted
nurse at the Materal and Child Health Clinic. I approached
that welfare agency later. They helped me train my son and
also helped me get over my sorrows. They also informed me
about the assessment services and facilities offered by
integrated child care centres. Since my son's enrollment to
his present child care centre, he has learnt to observe
rules and also has learnt how to read and write. I've been
told that he could be benefited from compulsory education
too. So I needn't worry about his schooling till he finishes
his junior secondary education. Since my reception by that
welfare agency, I've been closely guided all these years and
I always know the direction in which my son will qo.1/
Another mother, Mrs KwoK, also recalls, I felt most
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helpless when there's no school placement for my son. Even
after the school placement is offered, he has to go through a
trial period. Since my son is easily irritated, I've done
my best to pacify him and to prevent him from feeling moody
every morning when I see him to school. I'm afraid that he
may be rejected by the school because of his restlessness and
ill temper. I feel completely relieved when I know that he
can be formally admitted to the centre. All the mothers
share the feeling that their children's enrollment to an
integrated child care centre means a great relief to them not
only because they can be released of part of the taxing child
care work, but also because they feel that at last the
community cares about them. Their awareness of the caring
attitude of the community helps reduce their feelings of
isolation and confinement.
Mrs Wong is an exceptional case. I've never felt
helpless because I always rely on myself. Her strong value
for self-reliance minimizes her feelings of helplessness. Her
views may represent the views of mothers who belong to the
older generation.
Among the 30 mothers, only 7 (23.3%) of them still
suffer from such feelings of helplessness, which largely
arise from the feelings that things are out of their control
(5), followed by the feelings of lack of support when they
are in need of it (4), and the feelings of social isolation
(2). (Table V-15 at Appendix IV)
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Mrs Chan comes from a family characterized by
relationship problems among its members and behavioral
problems of some of her children. She has a strong feeling
of helplessness. Her conflicts with her mother-in-law, and
her husband's basic indifferent attitude are causes of her
stress. Her two elder daughters who might care about her
have either been married away or been too busy with her work.
I can consult my friends on things like guidance for my
handicapped daughter. But practically there's nobdoy around
who can spare a helping hand. I've to take my handicapped
daughter to and from school daily, no matter how busy or
exhausted I'm. 'e
Mrs Fu reiterates the following statements during the
interview. I always feel distressed but can't find a
solution. I've to worry about my handicapped daughter and my
family's finance, but I don't know how to solve them. To lead
a life like this is too painful. I always have to worry about
all these things. The worry tears me apart.' Again she has a
family with little support from her husband who remains
unemployed most of the time, and her father-In-law is a
tyrant and is very troublesome. Such helpless feelings have
driven her to attempt committing suicide twice.
Among these 7 mothers, 2 of them come from conflict
ridden families, one suffers from separation from her husband
who is still in mainland China, 2 suffer from lack of marital
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support, one rejects very much the result of recent
assessment of her child, and one mother worries much over
her child's health condition.
To cope with this problem, 2 mothers discuss with
their husbands and friends and one simply cries and puts the
blame on her husband. Four of them rely on emotion regulating
measures by finding a solution from their own resources
within present limitations (2), and by maintaining hope that
the situation can be improved (2). (Table V-16 at Appendix
IV)
For Mrs Kong, she is angry as she feels helpless to
change the result of her son's psychological assessment and
school placement. She says, I'll let him go to the special
school as arranged by them, but I'll hire my son a private
tutor wishing that he could catch up with normal school
standard someday.
Mrs King feels very helpless as her younger daughter
is suspected to have the same degenerative brain disease as
her eldest son. The girl had fallen onto the ground recently
and had been sent to a hospital for observation. From her
past experience, Mrs king knows well that there is still no
cure for that disease. She is waiting for the medical report
on her daughter. She talks in a desperate voice, Should my
daughter be as misfortunate as her elder brother, I shall
refuse any medical treatment or testing on her because I
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don't want her to go though all those painful experiences. I
wish that she would be alright. But if not, I shall do my
best to make her feel happy. Mrs King's helpless feeling is
also partly caused by her distrustful attitude towards the
effect of medicine that has been proved to be so futile in
the case of her elder son.
Mrs Cheung, despite her strong personality, says, I
feel helpless at times because I've nobody to talk to. I
seldom mention my worry to anybody, not even to my parents. I
only try to handle things all by myself in a rational way.
Her husband's rejecting attitude obviously adds to her
burden.
Among these 7 mothers, most of them do not know where
the barrier to the success of their coping efforts lies. They
attribute the barrier of the solution of their problems to
either their family members or the handicapped children. Only
one mother could reflect that the barrier may lie in herself.
The coping strategies of the mothers are therefore
determined by the resources they could get, their motivation
to fight back, and also limitations imposed on them in
reality
Health Problems
These problems refer to the mothers' psychosomatic
health problems such as loss of appetite, insomnia, and weak
resistance to ailments caused by their parenting duties to
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their handicapped children, which are reported by them as an
indication of their stress.
Only 5 of the 30 (16.7%) mothers have health problems
and all of them are among the 8 mothers who suffer from
feelings of fatigue. Three of these mothers are working, one
suffers from lack of marital and related support, and another
mother has two abnormal children.
Among these 5 mothers, 4 of them attribute their
health problems to psychological pressure induced by others
(3), or because of their fear of the children's deteriorating
health condition (1). Three of the mothers think that their
health problems are caused by physical strain because of lack
of rest and their heavy household responsibilities. Generally
they suffer from more than one source of stress. The stress
caused by lack of social support, or great uncertainties
about their children's well-being, affects them most. (Table
V-17 at Aendix IV)
Firs Chung says that she would loose her appetite after
having conflicts with her husband over disciplinary methods
for their son. Mrs Fu complains of frequent discomfort and
recurrent pain in various parts of her body as a result of
her heavy responsibility in the family.
Coping strategies are predominantly self-reliance
measures. They include: taking more rest (2), having more
recreation (2), and seeking medical treatment (2) (Table V-18
at Appendix IV).
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Mrs King has suffered a lot since her first child has
been found to be in deteriorating health. The suspicion that
her second child may have the same problem drives her to a
very desperate state. For years, she has suffered from
frequent insomnia, and she wears a painful look. She tries to
resolve her distress by going to the restaurants, movies, or
even trips with her husband occasionally. Her husband's
understanding and acceptive attitude has been a great
consolation to her.
Feelings of Emotional Distress
These feelings refer to the mothers' unstable moods,
depression, easy irritation and annoyance as a consequence
of having a mentally handicapped child, which are reported by
the mothers as an indication of their stress.
All mothers report that they have frequent emotional
distress after the birth of their handicapped children. Only
one mother whose son has had a great progress and hac-
succeeded to gain enrollment into a regular primary school,
perceives no more emotional turmoils at the time of the
interview. So she is excluded in this part of the analysis.
For the 29 (96.7%) mothers who suffer from emotional
distress, causes of their distress are: their feelings of
guilt, shame, helplessness, fatigue, and uncertainty (22),
their worry over their children's progress, dependence,
defiance(11), and blaming attitude from their family members,
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relatives, and other people (8). The mothers who suffer from
higher incidence of stress are more upset than the others.
(Table V-19 at Appendix IV)
Mrs Ho is an example. She admits that she has an
unstable mood which fluctuates in accordance with her son's
performance. Since she feels very ashamed of her son's
stupidity, she is anxious for his progress. She confesses
very frankly that, I'm in a good mood when my son is
compliant, and can meet my expectations. Otherwise, I'll be
very irritated and I' l l hate him so much that I don't even
want to see him. I'll then forbid him to follow me or even to
be present within my sight. I hate to see that his progress
lags so far behind that of my elder daughter. Usually under
these situations, I'll leave home for a walk, or my husband
will take care of him. Mrs Ho becomes so emotionally upset
at times that she is insensitive to her son's needs for
security and rejects him.
Nineteen out of the 29 mothers employ self-reliance
measures as their primary coping strategy. The self-reliance
measures include: keeping themselves busy or occupied so
that they can forget their distressed feelings (12), having
recreation (8), taking a walk (4), taking a bath, going to
sleep, or drinking water to refresh themselves (3), avoiding
to see or to meet the child (2), and paying attention to
their own appearance (1). Other coping behaviors include
seeking help from others (13), releasing their anger onto
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their children (6), crying (2), and remaining silent (3).
Nine mothers have also to rely on emotion regulating
measures such as maintaining hope on the children's progress
(5), believing in fatalism (4), focusing their attention only
on the children's present abilities (2), lowering their
expectations of the children (2), preparing for life long
care (2), and blaming themselves (2). Most of the mothers
have to use more than one coping strategy, except for 2 who
resort to only emotion regulating measures. (Table V-20 at
Appendix IV)
Mrs Lai is irritated by her son's obstinacy at times,
Whenever I got furious, I'll drink water and try to cool
myself down by fanning. Mrs Chik suffers a lot after the
birth of her mongol son. Although she has felt much better
after her sterilization, she is still vexed by worries over
her son's future and family finance. It takes her more than
one year to overcome her social withdrawal by actively
participating in her cosmetic business so that she can make
friends with other housewives, teaching a knitting class in a
youth centre and attending a Mandarin course. She is
satisfied that these are effective measures to combat her
upsets.
Mrs Man has frequent emotional upsets because of her
strong guilt feelings, fatigue, financial constraint, and
separation with her husband. Having a mongol child means a
great psychological blow to me. I'll become very irritated
and annoyed whenever I compare my daughter with other
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children of the same chronological age. Her stupidity drives
me mad. She still doesn't know how to take care of herself
and I always have so many household chores to do. I've worked
and worked all day and it seems to lead to no end. Everytime
I've tidied up the place, my three children soon make it a
mess. It irritates me. My eldest daughter never lends me a
helping hand. So when I'm very irritated, I'll release my
anger on her by giving her a good beat. Mrs Man's eldest
daughter is only 7-year-old and Mrs Man admits that her
eldest daughter has been very independent. But when she feels
so helpless and upset, she will be furious with her poor
girl.
Work is found to be effective by 9 mothers it
diverting their attention. As depicted by Mrs Lee, When I
return to my working post, I can chat with my colleagues
about other things and I'll soon forget the trouble given
to me by my son.
For Mrs Kwok, to maintain hope is the way she cope
with her emotional upsets. I firmly believe in what the
doctor has told me that my son should be able to lead an
independent living. So no matter how unfavourable other
people's reactions are, I hold fast to my belief. Such hope
gives her much courage to carry on and has been a major
consolation at times of depression.
However, another emotion regulating strategy used by
Mrs Wong is quite different. I'll be very low and feel very
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unhappy when I think of my son's slow development. I can only
blame myself. Sometimes, my husband and I'll blame our
ancestors. Athough we can't find anything wrong with our
ancestors, still we've to regard that this may be a kind of
retribution and we can only put the blame on our fate. So
she is extremely protective to her son and tries to satisfy
his demands, even at the expense of her own needs for rest
and recreation.
Coping pattern of the mothers mainly aims at symptom
relief by off-tracking themselves from the source of stress
or by restoring their physical energy and courage. Seeking
help from others also serves a very important function here.
The persons they approach are determined by the degree of
intimacy in their relationships. It is their husbands whom
they mostly turn for help. Next comes their friends and
professionals. For mothers whose husbands are unsupportive,
their friends then become an important source of help. The
mothers who have to resort to outlets or keeping silence are
those who are frustrated either by their feelings of
confinement, or feelings of shame, or lack of support from
their husbands. Only 3 mothers rely solely on emotion
regulating measures. Two of them do this by maintaining hope
and 2 by blaming themselves. The 2 mothers who cope by
putting blame on themselves tend to take for granted that
they should sacrifice themselves for their children and they
also tend to pity their children so much so that they will
give in to their demands and will see a protective attitude
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as a sign of parental concern. Coincidentally, these 2
mothers are the two being frustrated by the difference in
their children's behavior shown at home and at school. Their
children are said to be essentially more dependent and wilful
at home than they are at school.
Summar'
Personal stress of the mothers are predominantly
psychological and emotional problems, and the effect of these
problems on their physical well-being. The personal stress of
the mothers can be classified into: feelings of emotional
distress (29), feelings of uncertainty (27), feelings of
guilt (25), feelings of shame (23), feelings of inadequacy
in providing guidance and at reproduction (23), feelings of
confinement (16), feelings of fatigue (9), feelings of
helplessness (7), and health problems (5).
Feelings of isolation are found to be associated with
feelings of confinement and feelings of shame in 3 of the
cases. Subtle feelings of rejection, manifested in the form
of overprotection, unawareness of the child's needs and
putting the responsibility of care to other people, are also
present in some of the mothers.
Such personal feelings are caused by both external and
internal pressures of the mothers. External pressures mainly
come from the cultural and social prejudice and rejection of
the children, which are transmitted to the mothers through
139
the public at large, their neighbours, relatives, friends,
and even family members. The severity of such pressure is
detemined by the intimacy of the relationship between the
mothers and the rejectors. The more intimate their
relationship, the greater the pressure they will experience
if the relationship is disrupted. Availability of community
services represents a sign of such societal support. The
services provided by the integrated child care centre is
accepted as a sign of community support. They have, to a
large extent, reduced the mothers feelings of confinement,
fatigue, helplessness, inadequacy and even health problem.
The amb iguous and unstatic nature cif mental
handicap, coupled with the variety of ability among the
handicapped children, constitute another source for these
mothers' feelings of uncertainty, guilt, shame, inadequacy,
and emotional distress.
Still another fundamental source of stress of these
mothers is their own value systems and believes which have
been accepted during their own socialization process. Mothers
who come from a more condemning and conservative subculture
suffer more shame, guilt, and emotional distress.
The subculture, internal structure, and socioeconomic
background of a family also impose stress of different
degrees on the mothers. They determine largely the extent and
kind of social. support they can secure, their practice in
family planning and even their coping pattern.
140
Whatever the source of the mothers' stress is, all
their anxieties, tensions, and disruptions do have a reality
base, and all these stresses essentially arise from the daily
interactions between the mothers and their handicapped
children, as well as with those around them. As far as their
demographic characteristics are concerned, their education
level, their place of birth, their religious affiliation, and
their age are significant influential factors. Besides,
availability of resources and support, the birth order and
sex of the children, and their experience in handling a
handicapped child all play an important part in resolving
their personal stress.
Their coping pattern is closely related to the natur
of their perceived stress. Since the stress involves a largi
part of emotional and psychological turmoils, and some of
the stress is beyond their own control, coping behavior:
focus on symptom relief measures such as off-tracking and
avoiding from the stress stimuli, restoration of coping.
energy through improving their physical well-being, and
having outlets. They are all self-reliance measures. Seekinc:
help from others is also used from time to time, though at a
much lower frequency. The persons they turn for help are
decided by the nature of the problem to be resolved and the-
kind of help they are in need of. They seek comfort more from
their husbands, but in case of advice to guide their
children, they rely more on the professionals and
knowledgeable friends.
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Emotion regulating measures are frequently employed
before and during the coping process. In a few cases, when
the mothers are under great strain caused by practical
problems like financial and housing problem, and a conflict-
ridden family, they may refrain from taking direct action on
their psychological problems and may rely heavily on emotion
regulating measures. These mothers are either prone to have
more stress or they are unaware of the problems, thus
disposing themselves to the risk of having more stress.
The particular Chinese culture also affects the
mothers' coping pattern by using fatalism in explaining
phenomena which they find little concrete answer in reality.
Maintaining hope too, is found to have an important function
in upkeeping their effort in training and accepting their
handicapped children. The mothers' chance to receive parent
training also enhances their general coping capability as
most of those mothers who have received parent training are
more confident and capable of using concrete coping behaviors




Familial Stress Perceived by the Mothers
and Their Coping Pattern
introauction
The term family here refers to the mothers'
immediate and extended families, and also their kin.
Being a primary group, the nurturing function of one's
immediate family is based upon the kinds of support* i t can
give to the individual. Personal development, security, and
well-being could only be achieved through primary
relationships with one's significant others. Intensive and
extensive communications are the characteristics of such
primary relationship.
Although nuclear family type is the most prevalent
family type in Hong Kong, most young couples still maintain
close contacts with their families of origin. The kin group
too, may function as an important source of social support to
young mothers who usually require practical assistance in
child care as well as advice on a variety of domestic issues.
In her study on the changing role structure within the
nuclear families in Hong Kong, S. Rosen points out that one's
kin group is^increasingly important for providing a service
network of mutual aid which is especially meaningful in the
76
impersonal environment of Hong Kong.
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00 xosen, o1D11ng ana In Law xelationships in Hong
Kong: The Emergent Role of Chinese Wives, Journal of
Marriage and the Family 40, 1978, pp. 621-628.
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Taking into consideration the strong social and
cultural rejection against the mentally handicapped, and the
many unanticipated difficulties arising from the mothers'
daily parenting job of a handicapped child, it is natural
that the mothers are desperately in need of support from
their families to tide over their problems. Stress could be
intensified if their interactions and relationships with
their significant others are disrupted, or if there are any
practical problems such as financial hardship, that forbid
them from fulfilling their parenting roles.
the tollowing is findings on these mothers' perceived
family stress and their corresponding coping pattern.
r'am i 1 ial Stress Perceived By The Mothers And Their Copinc
Pattern
Lack of Marital Support
This refers to the mothers' perceived disruption in
their marital relationships as a result of having a
handicapped child, which is reported by them to be an
indication of their stress.
All mothers regard that revelation of their
children's handicap as bad news for them as well as for
their husbands. For instance, Mrs Yu, upon enquiry into the
stressful events she has had in recent years, remarks, The
most unhappy event happened to my family is the birth of my
mongol son. However, about one-third (9 or 30%) of the
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mothers perceive the it husbands as a source of help rather
than a source of pressure because their husbands are
genera11 y said to be able to overcome their emotional turmmmo i 1
more quickly than themselves. These husbands are less anxious
for the children's progress and are ready to give a helping
hand to their wives when necessary. In 5 families (16.7%),
the husbands are anxious for their children's progress but
they also assume major responsbilities in training their
handicapped children. In 8 families (26.7%), the husbands'
reliance on their wives for child discipline and their
punitive disciplinary approach to all their children are
taken by their wives as a phenomenon quite normal to Hong
Kong Chinese families. It is thus not regarded as a
particular marital stress associated with their children's
handicap. I n another case, although the mother perceives a
lot of stress in her marriage, the marital disharmony is a
long existing one. Moreover, she thinks that the birth of her
mongol daughter has induced more sense of responsibility in
her husband and therefore positive rather than negative
effect on her marital relationship. Under the definition of
marital stress in this study, all these families are
therefore excluded from this part of the analysis.
This leaves 7 (23.3%) cases that would fit into the
definition of marital stress. Among these 7 cases, sources of
stress on the part of the mothers come primarily from their
husbands' rejecting, blaming, or discriminative attitude (9),
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ana their different disciplinary methods (7). (Table VI-1 at
Appendix IV)
Concerning the husbands' attitude as reported by the
mothers, 4 of them are ashamed of their handicapped children,
3 blame their wives for causing their children's handicap,
and 2 favour the handicapped child to the extent that they
neglect other children in the family. The following 4 mothers
suffer a lot because of their husbands' unacceptive attitude.
Mrs Yu, who has 2 normal daughters and a 5-year-old
mongol son, suffers a lot in this respect because her
husband is so depressed at having an abnormal son that he
has lost all his interest in business and work after our
son's birth. He seldom brings any friends home. Even when he
does, he'd demand me to keep our son in the bedroom or to
take him out. All through these years, I doubt if he has
taken our son out for more than ten times. In recent years,
he has been so annoyed by our son's delayed speech that he
seldom stays at home, not even during Sundays. The response
of Mrs Cheurig's husband is similar as he's extremely
disappointed at failing to fulfill his wish of having a
normal son to continue his family's heritage.
Mrs Chung feels very helpless at her husband's blaming
attitude, when she says, He keeps telling his relatives and
friends that I must have eaten something wrong during my
pregnancy that has caused our son's handicap. In the case of
Mrs Ma, she is blamed for her negligence and rejecting
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attitude to their son
Besides, Lhe husbands' disciplinary approaches also
exert pressure on their wives when their approaches are
seen as extremely incompatible with those of 'their wives.
Three of the husbands are found to be too indulgent and
another 3 are simply ignorant of the appropriate method of
For those husbands who are shameful of their children
and put the blame on their wives, all their children are
boys and are the only sons in the family. Except 2 of the
cases, all the fathers involved are ancestor worshippers and
were born and brought up in Mainland China. Obviously the
traditional Chinese value that emphasizes much the importance
of having a normal son has a strong impact on them.
Such marital stress of the couple is usually
manifested in their quarrels or resulted in a cold war
characterized by emotional distance. To cope with these
conflicts, 5 mothers try to explain to their husbands about
their children's needs. Three essentially follow their own
ways and disregard their husband's views, though 2 of them
would explain to their husbands too when necessary. One
mother resorts to quarrels with her husband. One tries to
cut down the frequency of their open conflicts by keeping
silent when her husband becomes furious, and another mother
employs simple compliance to her husband's demands as her
coping strategy. (Table VI-2 at Appendix IV)
child guidance. Only one father is said to be too punitive.
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For the 3 mothers who stick to their own beliefs, they
share the characteristic of being born in Hong Kong, and
have received an education level up to secondary school. They
also obtain much support from their own parents.
For the 3 mothers who are blamed by their husbands,
they suffer more frequent marital conflicts. Even though
all the 3 husbands involved are said to be financially
responsible for the family, their wives generally feel more
unhappy and have to turn to other relatives for support.
Generally the mothers whose husbands are indulgent
and negligent, and their ignorance in child discipline can be
excused by various reasons, feel better than those whose
husbands are punitive and rejecting. The occurrence of open
marital conflict is relatively low in these families. But if
the husband is found to be too punitive, the wife may try
to resolve it by keeping silent which is a strategy to
avoid open conflicts. However, in Mrs Chung's case, such
silence usually does not lead to any resolution of the
problem. When he blames me for the child's problem, I would
not say anything and this silence between us would continue
for a few days until he takes the initiative to talk to me.
In of the families where the husbands are described
as particularly rejecting, it affects their marriage badly
and the mothers have to shoulder major responsibilities in
child care. The mothers are very depressed when they mention
their marital conflicts. However, all these 3 mothers have
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assumed heavy responsibilities in training their handicapped
children, hoping that progress in their children's
performance could change their husbands' attitude. In this
connection, there is no support to William Friedrich's
findings that marital satisfaction is fundamental for good
parental acceptance. It is found that marital stress, if not
too severe as to the degree of a hopeless marriage, can
motivate the mothers for more effective parental guidance.
Sibl ink Rivalry
This refers to conflicts between the handicapped
children and their siblings, which are reported by the
mothers as an indication of their stress.
Siblings of the handicapped child can either provide
support or cause additional stress to their mothers,
depending on the parents' handling methods. In view of the
generally young age of the children involved in most of the
families, the mothers accept occasional conflicts among
their children, such as quarrels over toys, to be a normal
phenomenon in the family. So sibling rivalry refers only to
frequent conflicts, as perceived by the mothers, between
the handicapped children and their siblings, that has caused
disturbance to the family or jealousy among the children.
77
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Among 27 (90%) mothers who have more than one child, 16
of them have act i vel y involved other chi ldren in the it
families in looking after the handicapped child. Four mothers
who feel very inadequate in teaching their handicapped
children even place their teaching responsibilities to the
elder siblings.
Out of these 27 mothers, only 12 of them express
particular worries over the sibling relationship of their
handicapped children. Among these 12 children, 8 are the
youngest in the family. Ten have their problems manifested in
bullying and fightings, and in 6 cases the fightings are
frequently initiated by the siblings. Causes for sibling
rivalry are: the handicapped children's disturbance to their
elder siblings (5), the children being too aggressive (3),
jealousy of the siblings (3), jealousy of the child (1), and
the sibling being too aggressive (1). One mother attributes
the emotional and behavioral problems of her elder son to the
extra attention and care required by her mongol daughter.
Another two mothers worry that their normal children may
imitate their handicapped children's extraordinary behaviors.
(Table VI-3 at Appendix IV)
Among these 1 2 children, 7 have discernible defects.
Eight mothers either concede themselves or have been
cr i t i zed by their husbands or other relatives to be partial
in treating their children. The situation becomes more
complicated if the parent.-child relationship is poor and
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DOLn parents Have different favouritism for their children
Mrs Ho worries much over her elder daughter's jealousy
of her handicapped younger brother, My daughter often says
that I've been more lenient with my sore and have spent more
time on him. I've to be more harsh with my daughter because
she's older and has been spoiled by a relative who brings
her up. My husband has been too indulgent with her too. But
she rejects my discipline. She's so jealous of her younger
brother that she'd beat him up in my absence.
The mothers' intervention on the spot is primarily
directed to siblings of the handicapped children. The
siblings are usually asked to give in to the children (3),
are blamed and then are taught the right way to behave (3),
are told about their mothers' need to give extra concerti to
their handicapped siblings (1), and are given more concern
as a way of compensation (1). Three mothers intervene all
parties involved under the principle of fairness, and one
mother intervenes by punishing her handicapped son who
happens to be the eldest child in their family. (Table VI-4
at Appendix TV)
For instance, Mrs Fu finds her 6--year-old mongol
daughter very restless and aggressive. Despite her being the
youngest in the family, the girl" likes to beat or bully her
elder siblings during meal time. Her siblings would try to
escape her attack and would only scold her. She also creates
so much nuisance to her elder brother that when he does his
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homework he has either to do it at her absence or I have to
take her out for a walk."
Mrs Lam describes that her mongol son has been very
disturbing at home. He puts his hands into everything in
which he's interested. Since his 2 elder siblings usually
scatter their homework and things about in their rooms, he
often gets hold of them and damages them. So his
elder siblings often scold and even bully him. She often
blames her elder children for their poor habits and would
remind them to tidy up their things because she thinks that
her 6-year-old mongol son is still too young and innocent to
Iearn self-control.
All the mothers nevertheless say that they would try
to be impartial to their children by taking all of them out
for outings. However, as preventive measures, only 2
mothers emphasize that they would create opportunities to
foster a good relationship between the handicapped children
and their siblings through the use of games. Mrs Lo is one of
the mothers who mention about such preventive measures. I
often throw my two sons to bed at weekends and let them play
freely with the pillows and quilts. I would stand besides the
bed and say something that builds up the atmosphere. I always
enjoyed playing such kind of games with my siblings when I
was a child."
Coping methods of the mothers are clearly related to
the birth order of the handicapped children. Siblings would
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be asked to give in if the children are the youngest. In case
of the reverse, the children are more prone to receiving
punishment. Generally speaking, the majority of handicapped
children are quite well accepted by their siblings, which is
congrument to the findings of the exploratory study conduced
by the Social Services Division of Queen Elizabeth Hospital
78
and the Hong Kong Christian Services in 1970.
Pressure From Parents-in-law
This kind of pressure refers to any pressure from the
mothers' parents-in-law in relation to the children's mental
handicap, which is reported by the mothers as an indicatior
of their stress.
The parents-in-law of 10 (33.3%) mothers are either
deceased or living in places other than Hong Kong, mostly in
Mainland China. Due to the physical distance between the two
parties, the parents-in-law are not perceived to be a source
of pressure.
Among 20(66.7%) mothers who have parents-in-laws in
Hong Kong, 4 are living with their in-laws, 2 have their in-
laws living nearby, and another 2 have daily contacts with
their in-laws.The rest of them also maintain regular
contacts with their in-laws.
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Out of these 20 mothers, 10 of them perceive pressure
from their parents-in-law. Among them, 9 mothers could
obtain help from their parents-in-law if necessary. Only one
mother finds her widowed mother-in-law to be completely
unhelpful because the latter refuses any child care jobs of
her grandchildren. The mothers attribute causes of the
pressure to their parents-in-law's denial attitude to their
children's handicap and also their disgreement over
disciplinary methods. The parents-in-law's denial of the
children's hanicap is found to be related to their indulgent
attitude (6), their rejecting and discriminating attitude
(3), and their disapproval of the mothers' training methods
(3). Only one mother-in-law is said to be especially
punitive with her mongol granddaughter because of her own
problematic personality and poor relationship with the whole
family. Two mothers however feel particularly hurt because of
their parents-in-law's blaming attitude on them for causing
their children's handicap (Table VI-5 at Appendix IV). Such
indulgent and denial attitude of the parents-in-law is
79
consistent with the report made by some local parents.
Among the 6 cases where the parents-in-law do not
accept their grandchildren's mental handicap, 5 of the
children are quite normal at their birth, 4 of them are boys
and have no discernible defect in their appearance. These
characteristics are also shared by the two boys whose mothers
79
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are blamed by their parents-in-law
For instance, Mrs. Ma has had a poor relationship with
her widowed mother-in-law since her marriage. She married
young and her first pregnancy is unexpected. Her eldest and
only son was suffocated at his birth and she was prepared for
his retardation soon after his birth. However, both Mrs Ma
and her family members have been unaware of his delayed
development until he reached the age of 3, after the family
had moved away from their mother-in-law's place. Her mother-
in-law and her husband still do not believe in the child's
retardation. Her mother-in-law even attributes the blame of
the child's handicap to Mrs Ma's punitive discipline and
inexperience in child care.
To cope with such pressure from their parents-in-law,
6 mothers keep silent on the spot in order to avoid further
conflicts. Usually, they are the major caretaker of their
children and they would follow essentially their own ways.
Four of these mothers have a relatively tense and insecure
relationship with their parents-in-law. Two of them are
living with their parents-in-law and the mothers feel
helpless to improve the situation.
Explanation is used by another 4 mothers. Two of them
are living with their in-laws but the other 2 mothers also
have daily contacts with their in-laws. Generally speaking,
they enjoy a more secure relationship with their in-laws.
(Table VI-6 at Appendix IV)
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one mother would try to respect her parents-in-law's
opinions by refraining from spanking her children in front of
the latters but she still uses spanking as her most prevalent
disciplinary measures at home.
For instance, Mrs Chan attributes the frequent
conflicts among their family members to her mother-in-law's
troublesome personality and behaviours. They are living
together and conflicts are aroused daily because her mother-
in-law is very dirty and too obstinate to listen to anybody
in the house. She says, Although I would buy meat for her
to cook for my mongol daughter during school holidays, she
will give her unfresh food for the sake of convenience. She
also beats my daughter up daily when I am away for work.
Since their relationship is very tense, there is hardly any
communication between them. To avoid further open conflicts
or trap her husband in a more difficult position, Mrs Chan
resorts to keeping silent in the house and to shouldering
major responsibilities in taking care of her mongol daughter.
Whenever her mother-in-law attempts to make a scene in the
house, she would leave home for a while until her mother-in-
law calms down. But Mrs Chan continues to demand that the
house be clean and her mongol daughter be given nutritious
food if possible.
Another mother, Mrs Lo, also has a poor relationship
with her parents-in-law over a number of things, ranging from
their ways of spending money to their care of the handicapped
156
child. Although they live apart and only meet each other
twice or thrice a week, she finds her parents-in-law too
fault-finding on her. She will keep silent at their
accusation and let her husband explain to them the
arrangements they have made for their handicapped son. At
the same time, she only maintains occassional and superficial
contacts with them.
Mrs Siu has a different experience in this respect.
As she is working, she has close contacts with her parents-
in-law who give lots of help to her in child care. Since she
has to rely so much on them, she finds it hard to say
anything to offend or to challenge their indulgent handlings
of her handicapped son, although personally she disagrees
with them.
Mrs Yung represents the 4 mothers who will cope by
using explanations. She is living with her parents-in-law and
finds them very helpful in looking after their household
chores so as to release her for a part-time job. She however
disagrees with their indulgent discipline to her handicapped
son. Being convinced that this is essentially a kind of
concern of her parents-in-law, she blames her son for taking
advantage of her parents-in-law's love. She would therefore
explain to her parents-in-law the undesirable outcome of
their lenient discipline.
Generally speaking, the coping pattern of the mothers
to pressure from parents-in-law is much affected by the kind
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of relationship they have. For those who feel more secure in
their relationship, they would use explanations. But for
those who have generally poor relationship with their in-
laws, they would resort to suspension of action in the form
of avoidance or silence in order to evade open conflicts, but
in fact they ignore their in-laws. On the whole, the mothers
remain the decision-makers in disciplining the children and
unless they are living together or their husbands side with
their parents-in-law, the parents-in-law have little control
over them in child guidance.
iginPressure From Mothers' Family of Origin
This refers to pressure from the mothers' parents or
siblings as a resul t of their children's handicap, which is
reported by them as an indication of their stress.
Twenty three (76.7%) mothers have their maiden
families in Hong Kong. Apart from 4 mothers who live
together with their parents, 17 of them have frequent
contacts with their parents and would seek their parents'
help in taking care of their handicapped children. Generally
they feel more secure in releasing their children's
problems to members of their maiden family and their
parents are often found to be able to accept their
children's handicap. For instance, Mrs Ho has never told her
parents-in-law anything about her son's problems but her own
parents are informed of this soon after the result of the
boy's psychological assessment is released. Her reason is
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"If they couldn't help relieve my burden, why should I tell
them? For the vast majority of them, their parents and
siblings function as an important source of help and
support to them. Two of the mothers even make it clear that
they wish their own siblings would help take care of their
children after their death.
Only 4 (13.3%) of the mothers perceive that their
families of origin have exerted pressure on them. Two of them
are living with their parents. Sources of pressure come
from: their fathers in two of the families, and their mothers
and siblings respectively in the remaining two families.
(Table VI-7 at Appendix IV). For instance, Mrs Tang lives
together with her parents. She has been blamed by her mother
for her failure to take ample precaution before her last
pregnancy after having taken contraceptive pills for several
years, which is thought to be the precipitating cause for
the Down's Symdrom of her youngest daughter. For 2 other
mothers, their own fathers have blamed their handicapped
children for their stupidity. One of the mothers, Mrs Sze,
mentions with tears when she talks about how her father
often makes such accusations openly in front of our
relatives. He blames my son for his restlessness and absence
of meaningful speech. However, her father's attitude is
sl icghtly improved after the child has learnt to address him.
The coping behaviors of these mothers are greatly
affected by the status of the person who causes such stress.
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If the source of stress comes from one of their own parents,
they would keep silent, or would seek help from the other
parent, for the sake of filial piety. But in case the source
of stress is from their own sibling, the mother who is faced
with this situation and is supported by their parents simply
retorts to an arguement with her sibling. (Table VI-8 at
Appendix IV)
rressure rrom mothers' Relatives
This refers to pressure arising from the contacts
between the mothers and their relatives because of their
handicapped children, which is reported by the mothers as an
indication of their stress.
Slightly over half, 16 (53.3%) mothers do not
perceive any pressure from their relatives. Yet the rest (14
or 46.7%) of them perceive that there is constraint in
their contacts with relatives. Nine mothers suffer from
the feelings of inferiority and embarrassment when they make
a comparison between their children and those of their
relatives. Five feel particularly upset upon enquiry of their
children's development and their family planning. But only
one mother feels that there is strong rejection from their
relatives. Both this mother and her husband come from
Indonesia where the custom is said to place blame and
disgrace on families with abnormal children.(Table VI-9 at
Appendix IV)
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Mrs Lee, whose 4-year-old sun has just been admitted
to an integrated child care centre, states, I would avoid
taking my son to those feasts given by my relatives. I am
upset at seeing how my relatives' children can be so
brilliant and compliant. I feel very embarrassed too when
they asked me about my son's schooling.
Among these 14 mothers, 12 have children of quite
normal appearance, but have manifested autistic features,
restlessness, hot-temper, and speech defect. Their perceived
pressure is understandable because most of their relatives
have not been informed of their children's handicap, or even
when they have been informed as in one of the cases, they do
not believe in it and tend to put the blame on the
mother.
Their coping strategies are predominantly avoidance.
Nine mothers would avoid contacts with their relatives and 2
would avoid mentioning of their handicapped children. Four
mothers would just render superf is ial replies or use excuses
in case they could not avoid meeting those relatives. Only
one mother says that she would tell other people frankly
that her son is abnormal, because her child has obvious
autistic features and unusual behaviors.(Table VI-l0 at
Appendix IV)
For relatives who do not meet and see each other
often, they could be easily avoided. As mentioned by Mrs
Chung, she would only visit her relatives during the Chinese
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New Year. As her son often makes a scene in other people's
place, she would leave such duties to her husband and
daughter while she would stay at home with her son. The
perceived pressure from relatives and the mothers' prevalent
use of avoidance as a major strategy to cope with the
situations certainly impose limitations on the social
activities of these families.
Press-ure on Family Outings
This refers to limited frequency of outings for the
whole family as a result of having a handicapped child, which
is reported by the mothers as an indication of their stress.
Like most of the families in Hong Kong, the majority
of the mothers would go out, usually with the whole family
together, to restaurants, department stores, and parks,
during weekends. The frequency of such family activities may
be affected by their husbands' absence from home during
weekends because of their work, financial constraint of the
family, and the couples' need for ample rest at home after a
week's hard work. Nine (30.0%) of the mothers find outings
a tiresome job as their handicapped children often refuse to
walk or require additional attention from them. Yet they
still manage to go out regularly. Three (10.0%)of the
mothers even think that they have more outings than before
because they have to provide more environmental stimuli for
their handicapped children.
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Limited family activities are however perceived by 21
(10%) mothers. Two of them attribute the cause to their
children's troublesome behaviors. Because the handicapped
children are said to be too restless, obstinate or lazy to
walk, these mothers find outings a burden to them. Mrs Heurig
is one of these mothers. Her 5-year-old mongol daughter
often refuses to walk and both she and her eldest son find
it extremely difficult in carrying the girl all the way. As
a result, they cut down the frequency of their outings. Their
limited family outings are therefore self-imposed.
Another mother complains of rejection from people in
their neighbourhood as well as financial constraint, for
causing their limited outings. Mrs Lo and her family live in
a rather conservative village district in Kowloon. There are
no abnormal children in the neighbourhood. Although her son
looks normal, his speech delay has aroused scandels against
his family in a village nearby. Some other people have also
bullied the child recently in a park in the vicinity. (Table
VI-11 at Appendix IV)
Among these 4 mothers, 3 have a mongol child and the
mothers themselves were either born in Indonesia or Mainland
China. The husband of one of the mothers remains in Mainland
China and? mothers have financial problems too. All the
children involved are described as wilful, obstinate,
restless and destructive.
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To cope with this problem, 2 mothers seek help fror
their own siblings to take turns to carry their mongo:
daughters so that they could enjoy their outings. Another
mother who finds her neighbours so rejecting that ShE
chooses to go to places other than her neighbourhood. In
addition, 2 of them are active participants in family grouE
activities organized by a training centre and the integrated
child care centres. Mrs Man is very delighted and grateful
when she mentions about such activities, My three children
and I would be confined at home all the time without such
activities. They have organised outings of various kinds.
They provide with transports and the staff of the centre
would help take care of my children all the way. We have
visited the Ocean Park and restaurants in Kowloon City. The
children are all glad to have such opportunities. Without the
help of these people, we should be confined at home all the
time. Mrs Man's situation is unique. The absence of her
husband, coupled with their financial hardship and the number
of dependent children in her family, make it extremely
difficult for them to go out by themselves. (Table VI-12 at
Appendix IV)
Additional Family Expenses
This refers to additional financial constraint of the
families caused by their handicapped children, which is
reported by the mothers as an indication of their stress.
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Probably because most of the mothers in this study
come from lower middle class families, and the vast majority
of their children are receiving Disability Allowance, only 7
(23.3%) of them perceive that their handicapped children
have created additional financial burden to their families.
Among these 7 families, 4 of the children are particularly
weak in health and have to go to a clinic for treatment
regularly. In addition, one mother has to purchase carriages
for her mongol daughter as the girl refuses to walk, while
another has to spend a lot of money in buying edibles for her
mongol daughter who refuses normal meals. Two of the mothers
have spent a lot of money for seeking treatment for their
sons' speech and developmental problems. Also 2 mothers
complain about the expensive travelling expenses for their
children to go to the child care centres. However, only one
mother admits to have contracted debt because of such
additional family expenses. (Table VI-13 at Appendix IV)
The majority of the mothers(5) try to cope with this
problem by cutting down their family expenses. The items they
cut down include frequency of their family outings and their
expenditure on food. Only one mother takes her handicapped
child to government clinics in order to save the medical
expenses. Two families have to rely on their own resources
by taking up additional jobs, and seek help from relatives
and welfare agencies. (Table VI-14 at Appendix IV)
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Obviously in line with the Chinese tradition, self-
reliance measures are more favourably employed by the mothers
in coping with their financial problems. But for poverty-
str iken families, they have to rely on outside resources.
Summary
The above findings show that among the 30 mothers,
their perceived stress within the family context include:
lack of marital support (7), worry over sibling rivalry and
adverse impact on the siblings (12), pressure from parents-
in-law (10), pressure from families of origin (4), pressure
from relatives (14), limited family outings (3), and
financial hardship (7).
Analysis on the part of interpersonal relationships
indicates that the mothers perceive less stress from their
families of origin, followed by their husbands, and parents-
in-law. Perceived stress in these relationships is usually
caused by other family members' denying and blaming attitude,
and discriminating treatment to the children. The degree of
intimacy of the relationship also affects the severity of
stress. The more intimate the relationship, the more severe
one is hurt when support is absent. Probably owing to the
intimacy of the marital relationship, and the fact that
married couples do live together under the same roof, lack of
marital support comparatively induces stress of a more severe
degree.
Sibling rivalry between the handicapped children and
their siblings, or negligence of their siblings because of
additional care required by the handicapped children, also
induces stress to some of the mothers. In connection with
relatives, stress is caused mainly by the mothers' feelings
of shame. Such feelings may also exist in the families'
contacts with the public if they live in a relatively
reserved residential area. But the difficulty in looking
after a handicapped child is found to be the major reason
that limits a family's outings. Besides, practical problems
in the form of financial constraint is usually caused by
additional expenditures on medicine, nutritious food and
trave11ing.
The coping pattern of the mothers in these areas is
much affected by the nature of problems they are faced with
and the meaning of these problems to them. In interpersonal
relationships between adults, it depends on how intimate and
secure these relationships are. If the relationship is a
close and secure one, with mutual understanding and
acceptance, explanation of one's views will be used.
Otherwise, action may be taken in the form of avoidance
including be i-ng silent, taking up responsibilities by
oneself, avoidance of contacts or diverting conversation
topics to certain areas. Very rarely action may also be
taken in the form of open conflicts such as quarrels.
Usually under such circumstances, the people involved do not
direct their action to the resolution of the problem but
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rather stick to their own ways
If the interpersonal relationship involves the
handicapped children and their siblings, coping pattern is
utmostly directed to the siblings, whom the parents have more
confidence to communicate with and to control.
In case the problem is of a more concrete nature like
those with outings and financial hardships, the mothers will
seek outside help if they could not resort to self-reliance
measures. They are more likely to rely on themselves in
solving financial problems.
CHAPTER VII
Stress Originated from Child Problems Perceived
by The Mothers and Their Coping Pattern
Introduction
The term child refers here to the handicapped child
and chi1 a's problems means essentially those problems which
are seen as characteristic to the mild grade mentally
handicapped children by their mothers.
As pointed out by Dr. A. Gesell, the child's mind
manifests itself in virtually every aspect of his
behaviors. Owing to their mental defect, the mentally
handicapped children are characterized by their poor learning
abilities and slowness in development. As a result, they are
often complained of having short attention span, poor memory,
weak association power, limited ability to learn at any time
and any place, poor judgement, difficulties in making
changes, and fears for new attempts and new tasks.
The prospect of the handicapped children to develop
healthy personalities, as common to all children, depends on
the fulfillment of their needs for appropriate parental
guidance and care. Parental guidance refers to all those the
parents do and'say, which directly or indirectly influence
the behaviors of their children. Good parental guidance
L B Ames et. al Op Cit p 9
V. Hilderbrand, 0p Cit., p. 7.
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represents essentially parents' interaction with their
children that conveys deep concern, love and reassurance. In
view of the problems usually associated with mental handicap,
parental acceptance and parental competence are often
regarded as prerequisites for good parental care and
guidance.
To define it in board terms, and to differentiate it
from a resignation attitude, parental acceptance for parents
with handicapped children means that they are able to face
the fact of having handicapped children objectively and can
actively think of some constructive measures to help the
children. Acceptance of two basic facts is fundamental here:
(1) acceptance of the fact that the children are handicapped
in certain developmental aspects though the conditions are
not necessarily static and may be of different degrees, and
(2) acceptance and awareness of both the limitations and
potentialities of the children as relevant to their
developmental stages. Such acceptance is essential to free
the parents from seeing their handicapped children as a
threat to their own equilibrium or self-image, which may
cause them rejection or overprotection that hampers the
children's development.
In regard to parental competence in child guidance,
S. Greenspan advocates fostering children to become
persons who are able to lead independent and decent livings
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as the long term objective of any child discipline.v`
According to Greenspan, to accomplish such social competence,
the long-term objective must be able to foster three personal
qualities in the children: (1) sense of responsibility (2)
autonomy and (3) self-esteem. A permissive and supportive
attitude that satisfies the children's thrill on exploration
but at the same time, enables them to learn responses to a
variety of experiences is more important than overt control.
The children's handicap should not deprive them from
environmental stimuli. Either rejection and overprotection
will prevent the children from reality-testing, taking risks,
and experiencing failure that are normal in children's growth
process. The short term objective of child discipline,
however, should aim at resolving parent-child conflicts
effectively and bring the children's compliance with
parental demands. This implies not only simple compliance
from the children but also an overall positive and trustful
parent-child relationship. A firm yet appreciative attitude,
accompanied by effective and practical training skills, are
essential. The mothers' knowledge and understanding of their
children's needs in the growth process are therefore
paramount for achievement of these long term and short term
goals.
82
S. Greenspan,A Unifying Framework for Educating
Caregivers About Discipline, Child Care Quarterly 12, 1983,
pp.5-27.
There are numerous factors that affect the parents'
care and guidance towards their off-springs, such as their
own upbringing, experiences and knowledge about what is best
for their children, their aspirations for their children,
and the most important of all, the child with all his
uniqueness and the context where the parent-child
interactions take place. To be good parents always require
that they be humble about what they know and be capable of
using their best judgement. Otherwise, it may hinder them
from providing child guidance effectively.
The following is findings on the mothers' perceived
child problems and their coping pattern.
Stress Originated from Child Problems Perceived
the Mothers and The_ir Copj_ng Pattern
Pr obi ems _in Speech
These problems refer to the handicapped children's
limited abilities in communication which are reported by the
mothers as an indication of their stress.
Speech problems are prevalent among mentally
handicapped children. For children whose disabilities are
mild and not apparent, speech delay is commonly found to be
the first signal to parents for their children's arrested
de ve1opment.
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Among the 30 children involved in this study, except
for one child who has been quite normal until the age of 4,
all the children had speech delay when they were young.
However, 3 of them have made such great strides in this area
of development that their speech development no longer
worries their moLhers at the time of the interview. These 4
children are there fore excluded from this part of the
analysis.
Twenty-six (86.7%) mothers are perturbed by their
children's speech problems which refer to the children's
difficulties in expressive speech (21), unclear articulation
(15), difficulties in comprehensive speech (6), and also
their low motivation to speak (5). (Table VII-1 at Appendix
IV)
The children's speech problem is the problem mostly
.concerned by parents not only because it is closely linked up
with one's intellectual development but also because it is
easily detected by any mothers. For 5 mothers whose children
have no visible defects, they regard speech defect as
the equivalent of mental handicap. The following statements
are commonly found among them, Now the only problem with my
child is his speech. If he could speak, then he'd be
completely alright. My son looks smart. All my family
members also believe that he's normal. He's only delayed in
speech. Once he can catch up with other children in this
aspect, he'll become normal again.
Their anxieties in this respect is understandable. For
many parents, their children's speech defect remains the
direct source of their shame feelings. Besides, speech is a
bridge between the children and their outside world. Many
mothers are frustrated by the communication problems thus
created between them and their children. In this connection,
they find the children's speech defect a great hindrance to
their overall development and future independence. It also
induces into the mothers feelings of inadequacy in guidance.
For instance, Mrs Tong has such feelings, In the
past, my mongol daughter seldom speaks. She used to live in
her own world and we didn't know how to understand and
approach her. Things are much better now because she has
learnt to indicate her basic needs. The communication
problem between Mrs Ma and her son also creates much trouble
in the family and causes a poor mother-child relationship.
My son couldn't get along with others because of his speech
problem. He doesn't understand other people's speech. So he
doesn't know how to play with other children. He often
bullies, or even bites other children, including his two
younger sisters. He knows how to indicate his painful
feelings, but he can't even tell when he's a fever. He often
remains silent at home and throws out temper tantrums when
his wants are frustrated. He vocalizes more in the presence
of his father and younger sisters. I know that he keeps all
his feelings inside himself. But since I don't undertstand
him, I usually pay little attention to him.
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In the case of Mrs Fu, she worries that others will
play tricks on her mongol daughter because of the girl's
speech defect. She's too stupid to learn to speak. Every
child can speak but she can't. I'm afraid that she'll be
taken advantage of by others such as being raped or teased
by teddy boys when she grows up. If she can't speak, she
can't even tell me in case she's in danger. So she wishes
that the girl can learn to write because even if she can't
speak, she can at least write to express herself. Mrs Fu is
unaware that writing usually involves more complicated skills
than verbal speech.
To cope with this problem, 21 mothers try to enhance
their children's expressive speech, 10 seek help from others,
9 try to enhance their communication, 8 attempt to enhance
their children's comprehensive speech, and 6 stimulate their
children's overall speech development by using various
methods and aids.
Twenty-one mothers try to improve their children's
expressive power by giving examples and clues (17), rewarding
the ch i lren after they obey their mothers' request to speak
up (6), asking the children to address other people whom they
meet (3), and correcting the child's wrong articulation (1).
(Table VII-2 at Appendix IV) However, many mothers are
frustrated by their children's refusal to repeat after them
and do not know how to improve the situation. Despite their
concern for the children's speech development, some mothers
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lack perseverance. When their children reject their
instructions, 12 mothers will give up or simply cater for the
children, 4 will insist that the children follow their
instructions, 2 will divert the children's attention to other
things, 2 will pacify the children, one will ignore the
child, and 5 will maintain hope on the children's progress.
(Table VIII-3 at Appendix IV)
The method used by Mrs Chan is common among the
mothers. I'll require my daughter to address other people. I
often tell her the names of toys, parts of our bodies, and
daily utensils, and then demand her to say after me. I do
this repeatedly because usually she can't follow at the
beginning. If she can't pronounce properly, I'll correct her
and ask her to try again. But if she still fails to meet my
expectations, I'll become irritated and will give up.
To improve their children's comprehension, 8 mothers
demand the children's attention when speaking to them (5),
talking to them repeatedly (4), showing things to them while
talking to them (2), and using simple sentences (1). (Table
VII-2 at Appendix IV)
For instance, by following the advice from the
professionals, Mrs Ho realizes that the fundamental cause for
her son's communication problem lies in his inattentiveness
to other people's speech. He pays little attention to other
poeple's speech. When I introduce something to him, I've to
force him to look at that object with physical guidance and
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will repeat my request for a few times. With such help, he
usually can obey my commands.
Nine mothers also employ other skills to improve their
overall communication with their children by guessing their
children's gestures (5), providing answers for their children
to choose (4), and paying more attention to their children's
daily behaviors (1) (Table VII-2 at Appendix IV).
Mrs Tai is one of these 9 mothers. Her mongol daughter
often refuses to speak although she can vocalize two words.
The child is described as ill-tempered. When she wants to
obtain something, she'll throw out temper tantrums instead of
using speech. Usually I would persuade her to express herslf
by guessing her intention. I'll give her various answers to
choose. If they hit the right answer, she'll be alright. But
this method doesn't work at times. So I've to ignore her
sometimes and if she makes a scene, I'll scold her or even
spank her.
However, Mrs Yu will use a different method. My son
can't express himself well. Sometimes I can't understand what
he tries to say to me. Then I'll ask him to show me by
gesture. If this doesn't work and he becomes irritated, I'll
either hold him up to comfort him or to divert his attention
to something else. But if I'm too busy, I may pretend not to
notice him.
Mrs Ma is often too impatient with her son's poor
speech and hot temper that she will just cater for him or
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ask his younger sister to het him.
Only 6 mothers mention that they would use stimulating
measures to activate the children's overall speech
development. Four of them use playthings such as story books,
audio-tapes, games and television programmes. Outings are
used for this particular purpose by 2 mothers. One mother
emphasizes the importance for more contacts with other
people. Another mother who finds her son too indulgent in
watching television to be bothered with communicating with
others, limits the period of his television time so as to
force him to pay more attention to his surroundings. Out of
these 6 mothers, 5 of them have received parent training, or
have contacts with speech therapists, and one of the mothers
gets the advice from kind-hearted neighbours. (Table VII-2 at
Appendix IV)
Ten mothers merit !on that they will seek help from
others. Five of them often seek help from professionals
including child care professionals. Four mothers ask other
children in the family to help. Two mothers seek medical
care. One mother makes enquiries about speech therapy.(Table
VII-2 at Appendix IV)
Only one of the 26 children who are said to have
speech problems is receiving speech therapy. His mother feels
less anxious about his speech problem. As long as he's
willing to vocalize, I'm not worried. I know that he's not
mute. Poor articulation is all his problem.
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There are 2 of the mothers who believe that theit
children's speech defect is caused by physiological problems.
Mrs Yung spent$ 400 per month to let her son receive medical
treatment at a private practitioner's clinic despite their
limited family income. I don't know whether it'll be of help
or not. But that doctor reassures me that it can be
effective. If I don't try it, I may regret and I'm afraid
that my son will blame me when he grows up."
Another mother also attributes her son's poor
articulation to physiological problems with his tongue, which
is tied up with the old Chinese belief for poor articulation.
She has sought treatment at a few doctors' clinics and has
been told that it is not true. However, she is not
convinced. "I still suspect that it must be wrong with his
tongue. Other people told me that the condition will be
improved when my son becomes older. Anyway, there's nothing I
can do now because he's too old for an operation on it at his
present age. She is one of the mothers who believe that
speech defect is the main problem of their children's
handicap.
The mothers who seek medical treatment for their
children's speech defect believe that their children's mental
handicap can be cured. They also suffer from strong shame
feelings and are traditional in their thinking.
To summarize, the mothers are eager to use various
methods to improve their children's communication skills.
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However, they will easily give up or resort to punitive
measures if their children's responses are not favourable.
Mothers who deny their children's mental handicap, belong to
a conservative subculture, have little knowledge about speech
development in young children, and suffer from shame
feelings, may resort to seeking medical cure for their
children's speech defect. They may feel more disappointed
subsequently. In comparison, mothers who are more
knowledgeable in speech training emphasize stimulation of
their children's overall speech development and will be more
persistent in their traininq methods.
Problems of Social Skills
These problems refer to the problems of the
handicapped children's skills in getting along with other
people, both children and adults alike, which are reported by
the mothers as an indication of their stress.
Out of the 30 sampled mothers, 9 (30.0%) think that
their children can get along well with other people. These 9
children, 5 mongols and 4 with no discernible defects, are
described as friendly and cheerful. So they are excluded from
this part of the analysis.
Twenty-one (70.0%) mothers, however, think that their
children have problems in interpersonal relationships, and
the problem fundamentally arises from their interactions with
their peers. All these 21 mothers worry about their
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children's relationship with other children. Causes for their
perturbation include: the children are too withdrawn (10),
the children.. are too aggressive (9), the children are
rejected by other children (3), and the children do not know
how to protect themselves (3) (Table VII-4 at Appendix IV).
In this respect, the mothers are sympathetic rather than
putting the blame on their children.
Both Mrs Ngai and Mrs Lee are puzzled by their
children's withdrawn behaviors. Mrs Ngai finds her 4-year-old
daugher very self-centred. She doesn't know how to play
with other children. She's simply not interested in playing
with others. Even when other children approach her and try to
play with her, she'll walk away, giving up the toys she's
playing with. The girl is also indifferent to adults too.
She is diagnosed to have autistic features. Mrs Lee finds
that there is some progress in her 4-year-old son's social
behavior but there still remains much to be improved. He
doesn't know how to play with other children. He never takes
the initiative to approach his peers like normal children. He
often stands afar, just watching other children play. He
seems to enjoy it but he never goes near them.
To Mrs.Wai, her 5-year-old son is poor in social
skills, although she does not consider it a very serious
problem. My son likes to play with other children. However,
he doesn't know how to communicate with others owing to his
speech defect. So other children reject him. Even my elder
son accuses him as being stupid, mad and mute. I know that he
181
cioesn' t get along with his peers in school too
Mrs Cheung however is very sympathetic with her son,
He likes to play with other children. The only problem is
that he doesn't know how to protect himself. He'll not hit
back or escape when others bully him. I'm always ambivalent
as to how to react in these situations. Usually if I'm in
the scene, I'll take him by my side.
Some mothers, however, find their children aggressive
and hostile. Mrs Tsui said, My son doesn't know how to play
with other children. He is too self-centred, unimaginative,
and doesn't know how to communicate and cooperate with
others. Very often he demands others to give in. However,
other children do not know how to give in to him. He does not
know how to get along even with his elder brother. I have to
ask my elder son to give in to him frequently. Mrs Tsui is
unaware that her handicapped son can never learn to share
with others if he continues to obtain what he wants by
aggression.
Mrs Kwok worries much over her 4-year-old son's
extremely aggressive behavior. "He often beats others or even
bites other children. So I always have to keep a close watch
on him when he plays with other children."
Poor social skill is one of the problems troubling the
mothers most because, to quote Mrs Yu's words, "He can't
learn if he can't get along with others, and he can't learn
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to be independent too.'. Except for one chiId, all Lhese
children have speech defects. Seven of them are suspected to
have autistic features, and 14 of them are said to have
little chance to play with other children after school.
Among these 2 1 children, only 7 of them are reported
to have problems in getting along with adults other than
their family members. They do not encounter much problem in
this respect because the adults usually know how to handle
them. Again their problems in social skills are manifested
mainly in their shy, withdrawn, and unfriendly attitude
towards adults (6), and aggressive behaviors (1) (Table VII-
4 at Appendix IV).
Mrs Hui also worries much about her daughter's
shyness. She can get along better with children younger than
her. But with older children, she would have problems. She
doesn't know what other people are doing and has to take a
certain period to observe before she takes any action. She's
even more shy and unfriendly with adult strangers. it
usually takes an even longer period for her daughter to warm
up in a new environment.
Mrs Fu's mongol daughter, however, is another extreme.
My daughter often makes me feel extremely embarrassed and I
don't know how to handle it. On our way to school she often
hits other passengers on the bus without precipitating
reasons. She'll become more aggressive when she's sick. The
girl's hitting behavior is not limited to strangers as this
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is her usual behavior pattern at home
The coping pattern of mothers include: intervention
on the spot (13), and use of preventive measures (2 1). For
intervention on the spot, it depends very much on the type
of problems presented by the children.
For children who are withdrawn, or unable to protect
themselves, their mothers will be more protective and
sympathetic. They will take no actions or let the children
resolve the problem themselves (5), verbally encourage them
to join in other chidren's activities (3), let the children
stay beside them (3), and ask elder siblings to keep an eye
on them(l). Six mothers also mention the use of preventive
measures such as taking the children to parks and public
places, letting them join group activities in training
centres, or creating opportunities for the children to play
with other children of their friends and relatives. (Table
VII-5 at Appendix IV)
Mrs Yu emphasizes a lot the need for her son to learn
to be more sociable. He gets along well with adults but
dislikes to play with children. Since there is virtually no
children of his age among their relatives, she resorts to
taking him to outings more frequently. I usually take him to
parks where he has more chances to meet other children. I' ll
verbally encourage him to play with other children. I'll
encourage him to climb up the racks too in order to foster
his courage."
184
Mrs Wong too, finds her 5-year-old son to be too
timid to play with others. He's withdrawn and is very scared
of being scolded. He's afraid of other adults, fearing that
they may scold him. He's also afraid of playing with other
children in the neighbourhood. I don't know why he has so
many fears, probably it's related to his handicap, or his
awareness that he has a different personality. Since he's
the youngest, I'm afraid that he may bully others or being
bullied by other children. I've no confidence in him and I'm
afraid that my neighbours may not like him too. So unless
he's accompanied by his eldler siblings, I'll not permit him
to play with others. Mrs Wong tends to attribute her son's
handicap to his poor social skills rather than his
overprotective home environment.
The mothers are less anxious over their children's
shyness in front of adults since they accept that it is quite
normal. Some of them may even make use of such fear as a
strategy to threaten their children. Mrs Ho does not know why
her son is afraid of strangers, especially policemen. She
thinks that it is owing to the influence of television
programmes. But since he's not very frightened, I pay no
attention to it. Instead, she will make use of his fear to
threaten him in case he is naughty.
When the handicapped children display aggressive acts,
they are scolded or corporally punished (5), are separated
from other children and explained of their wrong doings (3),
and their mothers have to apologise to other people for the
children's misconduct (2). Preventive measures include:
limiting their chance to play with other children or asking
other children not to play with them (3), asking elder
siblings to help (2), keeping close watch on them when they
play with other children (2), providing more opporutnities
for them to play with other children through taking them to
public places often and letting them play with relatives'
children (2), selecting places for his visits(l), and
reminding him the rules to be observed beforehand CI).
(Table VII-5 at Appendix IV)
Mrs Fu says, I often remind my daughter not to touch
others before we leave home for school but she never controls
herself. So I've to keep apologising to other passengers
beaten by her. I've to tell them that she's abnormal so that
they can forgive her. I keep asking her not to touch others
but she turns a deaf ear. I simply don't understand why it's
so difficult to discipline her and keep her under control.
Sometimes I'll scold her and even spank her after we return
home but these seem to be ineffective. She also beats other
children. So I 've to warn other children not to play with
her. Mrs Fu is among those mothers who feel very helpless in
guiding their children.
Mrs Sze emphasizes intervention to the children on the
spot and use of preventive measures of a different kind.
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"He'll hit others when his wishes can't be satisfied,
particularly when he's under medication. I'll just stop him.
But if the situation is severe, I'll beat his palms
immediately because he can't understand fully my
explanations. He doesn't know how to play with other
children. My friends know his problems and often invite him
to play with their children. I take him to my friends' places
sometimes so that he can have more chances to play with other
children.
On the whole, more mothers focus their coping
strategies on the scene, and the children are allowed to play
a passive role in resolving their own social problems. Little
opportunities are provided for the children to learn to
capture social skills. Even for preventive measures, mothers
tend to be overprotective than permissive.
Problems of Learning
These problems refer to the children's problems in
academic performance which are reported by the mothers as an
indication of their stress.
All the mothers are aware that their handicapped
children lay behind in academic performance, despite their
enrollment into the integrated child care centres. However,
some mothers are still very demanding on their children's
academic achievement if they hold high expectations in this
respect.
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The practice and emphasis that the child care centres
place on academic training of the children may also reinforce
the mothers' values and aspirations in this respect. In
comparison to kindergartens that cater mainly for childer
aged 4 and upwards, the child care centres generally place
more emphasis on learning through play and academic leamiric
is not the most important element in the curriculum. However,
practice and emphasis vary from agency to agency. While they
may motivate the mothers to undertake more responsibilities
in training their handicapped children, they may exert
pressure on the mothers simultaneously if too much home work
is assigned and outcome rather than the effort is evaluated.
This is especially true for working mothers or those who have
already had to take up heavy responsibilities in the family.
The children's age and abilities too, are important
factors that affect their mothers' perception. For children
under the age of 4, except for 2 mothers who cannot accept
their children's handicap, the mothers are less anxious for
their academic achievement. The mothers become more concerned
about their children's academic progress when the children
are approaching the age of 5 and going to be promoted to
primary schools°. However, children with autistic features and
discernible handicap often create more anxieties to their
mothers.
Out of the 30 mothers, 17 (56.7%) of them worry about
problems in their children's .learning. Causes for their worry
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include: first, their children's low motivation in learning,
such as their reluctance to learn (8), their poor
concentration power (8), their lack of perseverance (2),
their being too dependent (2), their rejection of numeral
concepts (2), and their poor memory (1) second, their
children's slow speed in learning (6) and third, their
children's poor academic performance in writing (4) and in
capturing concepts(2) (Table VII-6 at Appendix IV).
Mrs Ho is very puzzled by her son's highly varied
abilities in learning performance. He has a good memory. He
knows the roads we have passed, the directions and also the
Chinese characters. But he lacks interest in numbers. He
simply refuses to read books of numbers. It seems that he's
good at things he's interested in. But he's lazy and
extremely impatient for certain subjects. If he has no
interest, you can't force him because he's very stubborn.
Even the speed of his learning is affected by his interest.
For those things he's interested in, such as memorizing the
routes, he can master it even much quicker than me. But he
can be very slow in his learning too. I simply don't
understand why his interest is so varied and his performance
can be so fluctuating. She also finds her son very
dependent. He refuses to write unless I hold his hand. In
fact he can do it independently. She tends to put the blame
on the child's varied interests and laziness than accepting
his limited ability in comprehending abstract concepts.
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Mrs Lam too, finds it extremely troublesome to teach
her mongol son how to write. of He dislikes doing homework and
writing, which differentiates him from other children.
Sometimes I ask my elder son to coach him before I return
home from work, but he doesn't obey his elder brother. He
likes to draw aimlessly and the coordination of his hands is
poor. He can't differentiate horizontal and vertical lines.
I often sit beside him, speak to him in a loud and cold
voice, pull a long face to him and even resort to using a
stick to threaten him to write clearly. Since she has to
help in her husband's business and cannot spare much time for
teaching her son, she feels very annoyed at his slow progress
and high resistance.
Mrs Hui is the mother who worries especially about
her daughter's poor ability in capturing concepts. She's
poor with numbers, names of colours and directions. With her
poor abstract thinking, I'm afraid that she cannot compete
with others and will not know how to protect herself when
she grows up.
The problem confronting most of the mothers is their
children's poor writing ability. Writing is seen by the
mothers as a preliminary step to advanced learning and is
included in the assignments of many child care centres.
Coping strategies used by the mothers include: first, 17
mothers use methods to facilitate learning, such as using
physical guidance and demonstration (7), using rewards (6),
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using repeated explanations and teachirig (4), creating
opportunities for the children to practise more (3),
preparing stationery for the child (1), and setting time
for learning at home (17) and second, 10 mothers use aids to
facilitate the children's learning, such as using toys,
picture cards, colours, games, and etc. (6), using daily
household utensils (5), and using special aids (1) and
third, 12 mothers seek help from family members (8),
professionals (4), friends (1), and mass media (1) (Table
VII-7 at Appendix IV).
Mrs Fung worries about her 5-year-old son's enrollment
into a special school. She thinks that he is only slow in
learning and she does not want him to go to a special school.
He knows and understands all the things but he is poor in
concentration. He only concentrates on things in which he's
interested, 1 ike the television programmes. Sometimes he'll
write independently but most of the time he'll make excuses
for refusing to do it when he's required to write. He's
lazy. Usually if we're busy, we'll just give him the pencil
and paper and let him write by himself. For new assignments,
i will hold his hands and demonstrate to him the correct way
of doing it at the beginning. But he often needs constant
pressure from us. We have to use persuasion, threats to
deprive him of his favourite television programmes, and even
scolding to have him finished his work.
Many motners eni lst neip trom other tamiiy members in
teaching their handicapped children. They also seek advice
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from the professionals. The persons they contact most
frequently are the child care workers. Mrs Lai finds it
helpful to discuss her son's learning progress with the
workers and she also tries to follow up what he has been
taught in school. However, both she and Mrs Tai prefer more
contacts than they have now because the workers are very
busy. Mrs. Tai remarks, My daughter can't show me what
she's learnt from school. I worry about her slow academic
progress in school. I don't know what standard she's
achieved because there's no progress report from the school
and no home work.
Mrs Sze is one of the mothers who are active in
training their children. She teaches her son repeatedly at
different intervals daily. She also takes the initiative to
discuss her problems with whatever persons she believes can
be of help, such as speech therapists, teachers, other
parents with special children and also books and mass media.
I can't force him to master everything in one training
session. What I can do is to teach him more frequently at
different intervals during the day. I use games and teaching
aids borrowed from the child care centre to teach him. I
learn the teaching methods largely from other parents with
whom I got acquainted at clinics, nurses, psychologists,
speech therapists, and even television programmes and
newspapers. A nurse has advised me to use audio tapes to
improve my son's speech and it helps. I'll make enquiries to
various training places whenever I hear about them. But
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sometimes it's rather disappointing because the course may be
short or their enirol l ment is limited to children with
moderate grade mental handicap. to She sees her son's limited
ability as the only barrier to his learning. So she accepts
that she has to be patient, and sees repetition and the use
of different modes of aids as the key in teaching the child.
However, she is also discouraged at times in her search for
training resources.
Many mothers find teaching aids borrowed from the
child care centres very helpful. This practice reduces their
bewilderment in selection of toys and teaching aids. For
low income families, it also reduces their financial burden.
But for children with special secondary disability like Mrs
Cheung's son, something else is needed. As Mrs. Cheung puts
it, I've to design special exercise books for him because of
his visual defect.
So it seems that all the mothers are keen at improving
their children's learning abilities. However, they find it
extremely annoying when their effort does riot yield fruitful
results. Under such circumstance, 9 of the mothers will
resort to the use of coercive measures like scolding and
spanking, 5 will give in by doing the work for the children
or letting them give up, and only 3 mothers will insist
that the children finish the task. All these 3 mothers have
either received parent training or are quite informative




These problems refer to troubles related to the
children's health which are reported by the mothers as an
indication of their stress.
Seventeen (56.7%) mothers, of whom 10 have children
with congenital problems, recall that their children were in
poor health when they were infants and hospitalization was
frequently required among many of them. Their health
condition is generally found to be improved when they are
older. Two of the children have become quite healthy in
recent years that their mothers no longer worry about their
health. However, for another 2 children, health problems have
emerged in recent years and in one case, the child's state of
health is so uncertain that it produces traumatic experience
to her parents. So 17 (56.7%) out of the 30 mothers still
worry about their children's physical well-being. Among them,
16 children have been in weak health since birth, 4 of the
mothers find the medical expenses a heavy burden to them, 2
children become hyperactive and emotionally unstable after
taking medicine, and the health condition of one of the
children deteriorates suddenly (Table VII-9 at Appendix IV).
Among the 6 mothers who report that this is the problem worry
them most, 4 of them have studied only up to primary school.
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symptoms of health problems of the children generally
are high fever, cough, bronchitis, diarrhoea, cold, and
pneumonia. The side effects of drugs on the children's
emotion and, behaviors also constitute another source of
anxiety to 2 mothers.
Mrs Chan has always had to worry about her mongol
daughter's health problem because the child has weak lungs,
and had been frequently sent to hospitals because of
pneumonia and high fever when she was one to three years old.
Even in recent years, when her health is said to have
improved, she has to see the doctor at least once a month.
Her high fever scares me not only because it may threaten
her life but also because it's a taxing job for us to take
care of her when she's sick, according to Mrs. Chan.
For Mrs Sze, she finds that her son will become more
hyperactive once he has taken his dosage. It affects his mood
and behavior so much so that he can hardly learn anything.
Mrs Ng's son has been in good health until recent years. He
often has nostril bleeding and is found to have worms too.
He looks pale and thin. The blood of the males is especially
precious. Her son's health problem is perceived to be the
most important to Mrs Ng.who is not so much aware of his
intellectual defect.
To cope with this problem, 16 mothers seek medical
treatment for the child, and 14 emphasize the use of
nrPvPntivP measures. For those who seek medical treatment, 13
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mothers seek Western medical treatment, but 4 also use
Chinese herbal medicine. Only one mother uses superstitious
methods in curing illness on top of seeking medical
treatment. (Table VII-10 at Appendix IV)
Probably because of her illiteracy, her daughter's
long history of ill health and poor reaction to medicine, and
her conservative family background, Mrs Fu is the only mother
who still believes in superstitious treatment in curing
illness. My daughter will become mad and bang her head
whenever she's in high fever. She have high fever one to two
times a month. I often take her to the physician, while my
mother-in-law will pray for her too. We'll do our best to
secure treatment for her, no matter how high a cost we've had
to pay for it. I think usually she's been startled. So
besides seeking Western medicine, I'll resort to using black
magic formula for her bath so that all the misfortune will
be washed away.
Preventive measures are predominantly paying special
attention to the children's diet (13). The mothers usually
give their children double-boiled food supplement. As
mentioned by Mrs Yung, I often give my son double-boiled
partridge with fritillary whenever I can find partridge in
the market place. The soup is believed to be good for curing
bronchitis. Mrs Lee also force her son, even with corporal
punishment, to take bird's nest soup. Chinese herbal tea
which is believed to be good for fever curing or hot
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temperament is also frequently used by the mothers. Besides,
5 mothers pay special attention to their children's clothing
and bath time, and 2 mothers who notice that their children's
ill health can be first detected from changes in their
behaviors, appetite and body temperature, also pay special
attention to these changes. (Table VII-10 at Appendix IV)
The mothers' emphasis on use of preventive meausres,
especially the prevalent use of Chinese food supplements,
is a reflection of the Chinese cultural values.
Problem of ObsYtinacy
This problem refers to extremely wilful and self-
centred behaviors of the children, manifested in their strong
resistance to change, which are reported by the mothers as an
indication of their stress.
Out of the 30 children, only 14 (46.7%) of them are
found to be particularly obstinate by their mothers. Nine of
the other children are also found to be disobedient too, but
their mothers either accept that as quite a common phenomenon
for young children or they feel their children are under
control. These 9 children are excluded from this part of the
analysis.
Among these 14 children, 10 of them stick to their
ways of doing things and will not listen to others. Six of
them are found to be very obstinate in following their daily
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routines, which include following the fixed routes they have
used, placing the things in fixed places, and doing
particular things at a fixed time. The children's obstinacy
often annoys, embarrasses or even irritates their mothers.
(Table VII-11 at Appendix IV)
For instance, Mrs Lee is very annoyed by her son's
obstinacy, What differentiates him most from ordinary
children is his strong subjectivity. No persuasion and threat
will have any effect on him, which makes discipline an
extremely difficult task. Once he sets his mind to do
something, he insists on doing it his way. I wasn't aware of
this until he's one year old. He turns a deaf ear to all your
words and just sticks to his own pattern. This applies to all
the things in his daily life, including food, games, and even
the routes he takes, he insists on having his own ways. For
instance, when he goes to school, once he has taken the
right side of the staircase, then he'll refuse to use the
other side next time. He'll howl and lie on the ground if
you refuse to give in, making such a scene in public places.
Mrs Yiu is also annoyed at her daughter's wilful
behaviors which are manifested in a number of ways. She
reports, I teach her how to speak but she refuses to
learn. Everyday on our way to school she demands an ice
cream. If you turn it down, she simply refuses to walk. She
has a good memory of these things. She'll remind you to buy
her ice cream every time we pass by that shop. It's
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extremely difficult to reason with her.
Coping behaviors of the mothers are first, use of
coercive measures (9), such as spanking the children, taking
the children away, or threatening them with a stick or
scolding them, usually after the mothers' first attempts to
persuade them fails second, giving in to the children's
demands, or planning the route to take when they go out (8)
third, use of rewards, persuasions and explanations (6) and
forth, standing firm by paying no attention to the
children's protest or insisting them to follow their mother's
instructions(5). (Table VII-12 at Appendix IV)
Mrs Lee and her family members usually give in to her
son because as she puts it, unless my husband is present,
we can hardly hold him when he throws temper tantrums.
It's also very embarrassing in public places. So we often
give in. But sometimes, if I find that he's too demanding,
I'll drag him away. He likes ice creasm very much. We can't
give him any when he has coughs. In that case we'd put the
ice cream away from the refrigerator and he'll give up when
he can't find the ice cream box there. However, in order to
keep the house quiet, they often give in to the child.
Mrs Wai finds her son defiant, He often disobeys my
words. Since we only live in a room and the landlord dislikes
us to use the sitting room, I forbid him to go there. But he
does it intentionally. Normally I persuade him to come back
by giving him food. If he still turns a deaf ear, I'll give
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up. Stricken by their poverty and her employment, she pays
little concern to her son's bordom caused by the physical
restriction in a small room.
Mrs Cheung worries most about her son's obstinacy, He
often disobeys us and is very stubborn. I'll pay no attention
to his protest. But my husband doesn't want him to cry and
attends to him each time he howls. I've explained to my
husband that it would do him no good but my husband simply
keeps silent. The inconsistent parental training here may
contribute to the boy's obstinacy.
Both Mrs Lee and Mrs Cheung have received parent
training but Mrs Lee tends to deny her son's handicap and Mrs
Cheung's effort in training her son has been much hindered by
her husband's rejecting attitude.
For the 8 mothers who will give in to their children,
7 of the children are the youngest in the family. Generally,
those mothers who have received parent training or are more
well informed of characteristics of handicapped children are
more firm with their children and able to utilize a variety
of methods in handling the situations. The coping pattern is
also influenced by the situational context where the
obstinate behavior takes place. The mothers tend to be more
permissive if the behaviors occur in public places. They are
more firm if the same behaviors happen at home. Their
feelings of shame obviously have an effect here.
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Problems of Self-Care
These problems refer to the children's problems in
looking after themselves in their daily life, which are
reported by the mothers as an indication of their stress.
Because of the tender age of all the children involved
in this study, it is understandable that they are not yet
capable of complete self care in many areas such as bathing,
washing their hair, buttoning up clothes from their back, and
etc. But most of them are considered to be quite independent
in self-care by the child care workers. Despite their
worries over their handicapped children's future capability
in leading an independent life, most of the mothers are
very permissive and protective in this respect. First, they
believe that the children are still too young to capture
these skills. Second, they believe that the children can
master these skills and it is more a motivational rather
than ability-based problem. Third, they are more concerned
about the children's health problem than their need for
learning to be independent. For instance, they generally
agree that it is improper for children to take cold food.
When children refuse to feed themselves or are too slow in
feeding themselves it will be better for the adults to feed
them. Forth, they often find that it is less troublesome to
do things for the children than to teach them, particularly
during rush hours such as in the early morning before the
children go to schools.
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Among the 30 children, 12 (40.0%) of them are
described as good in self care. The rest of them are still
very dependent on their mothers or family members but 7
(23.3%) mothers do not think that it has caused them any
disruption. For instance, although all the children have to
feed themselves at school, many of them still require help at
home. Mrs Lam's 5-year-old mongol son still requires help
when he urinates at home. He will wet his pants occasionally
if help from others does not come in on time. Mrs Lam says,
He knows how to go to the toilet. But he wants others to
accompany him there and help him pull down his trousers.
Sometimes his signal comes too late or the help comes late,
he'll wet his trousers. Then we'll simply clean the floor and
change his trousers. It's not troublesome as we have a
washing machine. Most of the children also sleep with their
parents, partly because of the limited living space in their
house, and partly because of their habits. These 19 children
are therefore excluded from this part of the analysis.
Only 11 (36.7%) mothers perceive problems in their
children's self-care skills, which include problems related
to toilet-training (8), feeding (5), clothing (4), and
sleeping (1) (Table VII-13 at Appendix IV).
Toileting is a problem that worries both Mrs Ma and
Mrs Lee gravely. Mrs Ma does not know why her son refuses to
use the toilet. He knows how to indicate his needs when he
has to go to the toilet. But he insists on using the potty
placed outside the washroom. Both my husband and I have tried
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to force him to use the toilet but he reacts violently. Since
we've been told about his handicap, we have avoided to
threaten him further with things he fears. "Under the same
rationale, she avoids taking the boy to places unfamiliar to
him because of his fear of new places. Subsequently, she
always wonders why he has so many phobia. She attributes
his fear to his mental handicap.
Mrs Lee has a practical reason to worry about her 4-
year-old son's problem in toileting. I worry most about his
school placement. Being toilet-trained is one of the
prerequisites for acceptance by the primary schools. The
problem with my son is that he'll not indicate his needs. At
home we remind him to go to the toilet from time to time. If
he's the need, he'll let you take off his trousers and take
him to the potty. However, if you forget to remind him,,then
he'll just put it up quietly. Qccaionally he'll wet his
pants. He'll only drag his grandmother to the toilet for
soiling. We have tried to train him to be more independent in
toileting but failed. So we give up. Her 4-year-old son has
very little speech yet and is suspected to have autistic
features.
Mrs Siu thinks that her 5-year-old son is still not
very good in self-care. He refuses to brush his teeth and has
not yet learnt to put on his clothes. What annoys her most is
his restlessness during meal time. He is so attracted by the
television programme during meal times that he refuses to
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feed himself. Usually he only sits on his chair for a few
minutes, picking up only the food but refuses rice. Then
he'll leave the table and moves around. Since we're
concerned about his health, we've to feed him. He is only
one of the many children who watch television, and require
their parents or adult family members to feed them while they
move about at meal times.
Meal time has been a headache for Mrs Fu because her
mongol daughter simply refuses the meals. She will take one
or two spoonful of rice and is highly selective for her
food. She refuses all normal meals and only eats snacks. You
have to feed her, otherwise she will simply refuse any meals.
But she drinks beer because my husband drinks beer each meal
and lets my daughter try it. My daughter's teachers tell me
that she behaves quite well at school during meal time. But
at home, she rejects normal meals. During weekends, I've to
spend lots of money buying her biscuits, dried beef and all
those snacks. When we have meals, she moves around
restlessly, touching here and there,.and keeps disturbing her
elder siblings. I'll ask her to stop but she'll do it again
soon. Her elder siblings will scold her in case she hits them
but they'll not hit back. Everybody gives in to her because
we all know that she's abnormal.
Mrs Cheung is a bit worried about her son's sleeping
habit. Occasionally he refuses to sleep and sits up late.
He'll scream too, disturbing the whole family. My husband'11
get very annoyed and will spank him. So I've to sit up too
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and keep his company.
The mothers are therefore more troubled by the
immediate disturbance created by the children's behaviors
rather than the long term implication of such troublesome
behaviors on the children's growth. This explains why their
coping strategies are predominantly giving in to the
children's demands (9). Only 2 mothers mention that they cope
by training the children, and one mother has discussed the
issue with professionals. (Table VII-14 at Appendix IV)
The mothers' protective and resignation attitude, and
their worry over their children's health problem affect much
their coping pattern in this respect.
Problems of Ill Temper
These problems refer to frequent outburst or bad mood
of the children which is reported by the mothers as an
indication of their stress.
Except for a few of the children who are described as
cheerful, most of the children will throw temper tantrums
when they are frustrated. However, mothers have different
degrees of tolerance. Usually they make no special complaint
about their children's temper if the children can be easily
satisfied, persuaded or diverted. Out of the 30 mothers, 10
(33.3%) of them find their children ill-tempered. Causes for
their outburst are: frustration of wants (7), difficulties
in expressing themselves (2), and having an unstable mood (1)
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(Table VII-15 at Appendix IV). Their ill temper is usually
manifested in temper tantrums, howling, destructive behavior,
or irritation. The mothers are more frustrated if the causes
for the child's ill temper are unknown.
Mrs Hui finds that her 4-year-old daughter is
revengeful and defiant. Emphasizing a lot the virture of a
respectful attitude to one's parents, she criticizes her
daughter for being hot-tempered and stubborn. She'll throw
out a temper tantrum if I force her to do things she
dislikes, such as learning or to apologise for her faults.
Usually she'll not stop her outburst until I shout at her,
and even spank her. Even so, she isn't convinced. Usually
I've to explain to her or to show concern to her afterwards
in order to pacify her. They usually have such conflicts
when Mrs Hui tries to coach her daughter at home according to
a fixed time schedule that lasts for almost one hour.
Her son's temper is one of the few things that worries
Mrs Lai who reports, of He becomes very irritated if he can't
win in games, or if he can't obtain what he wants. Then
he'll throw things, bites his fingers or other things.
Coping strategies of the mothers vary, depending on
the causes they perceive for their children's ill temper and
the situations where the outburst takes place. Direct
intervention to the children includes: first, use of more
positive methods such as paying no attention (6), diverting
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the children's attention (5), teaching, demonstrating and
explaining (4), stopping and taking away the children (3),
and finding out the reasons (1) second, use of coercive
methods such as scolding, threatening, and spanking (8) and
third, giving in to the children's demands (4). Besides, one
mother seeks help by discussing with the professionals and
other parents, and one other mother tries to put away
valuable things from the reach of her child. (Table VII-16 at
Appendix IV)
Mrs Tai finds her daughter always in an unstable mood
and looks moody without precipitating reasons. It worries
her because it is found to be one of the many obstacles to
the girl's learning progress. Usually I'll ask my elder
daughter to divert her attention, or try to find out the
reasons. But if these prove to be ineffective, I'll not pay
any attention to her and let her sit there by herself.
Sometimes'omet imes' I scold her. I f she throws her temper in public
places, I simply take her away, avoiding making a scene. I
don't know why she's so moody. I've discussed this with her
school teacher and other people but still I can't find a good
answer for it.
Mrs Tsui will verbally ask her daughter to stop when
she throws things about. But she will not pay any attention
if her destructive behavior continues. However, she says,
I'll always hide away all the valuable things in our house.
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Mrs Wong attributes her son's ill temper to his
defiance and speech defect. He will throw things about when
he fails to get his message across. Although she is
sympathetic with his difficulties in expressing himself,
she usually spank him if he throws things about. She also
shuts him out of the door and threatens him that there're
dogs and cats outside. This proves to be effective to keep
him calm and quiet again.
Usually the mothers employ more than one method in
handling their children's emotional outburst, depending much
on the causes they perceive, the degree of outburst of the
children, and the situation in which the tantrum occurs. When
they are in public places or in the presence of others, they
tend to use more passive methods like diverting attenton or
taking the child away.
Probl-ems of Special Behaviors
These problems refer to behaviors of the children
which are seen as peculiar and reported by the mothers as an
indication of their stress.
Out of the 30 mothers, only 8 (26.7%) of them find
that their children have demonstrated unusual behaviors. All
of these 8 children are boys. Five of them are suspected to
have autistic symptoms and one is a mongol.
Unusual behaviors of these children include: emotional
upset and fear perceived as peculiar by the mothers (3).9
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sucKing behaviors (2), screaming (2), biting glasses (1)
murmuring nonsense to himself and weaving his head and hand
aimlessly (1), and flushing the toilet incessantly (1) (Tabl(
VII-17 at Appendix IV).
Mrs Lee cannot understand her son's special emotions.
The boy is suspected to have autistic features but Mrs Lee
rejects this diagnosis. Since the age of 3, he's been
scared of some of the television advertisements. As soon as
these advertisements are on air, he cries as if he's very
frightened, and hides behind the furniture. Now he becomes
better. He'll not hide away, but will close his eyes and
cover his ears. He cries and jumps up too when he sees
fighting scene. I'll try to turn off the television but he'll
never let me do so. He'll, however, calm down quickly.
The mothers usually find it easier to explain for
their children's sucking behaviors. Mrs Fung is not very
worried about her son's sucking behavior. He's had this
sucking habit since his birth. Now he usually sucks when he
watches the television or is too bored because he's no toys
to play with. But he sucks his thumb frequently until he
falls asleep. I usually remind him to put his hands down as
soon as I see him sucking. I've consulted with the doctor
too. He suspects that it may be caused by his separation
anxiety originated from his frequent hospitalization during
infancy period. The doctor has prescribed medicine for him
recently. I'll put the medicine on his fingers every morning
to help him get rid of this habit. The effect is still
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unknown. Mrs Fung is very concerned about her son. But like
many traditional Chinese mothers, she spends more on his
medicine and food than his playthings.
Their coping behaviors may be twofold. On the spot,
they will physically or verbally stop the behaviors (2), use
threats, tease or spanking (2), and divert the children's
attention to other things (1). As preventive measures, they
will avoid the stimuli that lead to their children's
behaviors (4), seek medical advice and treatment (2), keep a
close watch on the child (1), and use praise to encourage
behaviors counteracting to the undesirable ones (1). (Table
VII- 18 at Appendix IV)
Mrs Sze's son is diagnosed to have autistic features
and he has shown various unusual behaviors. His mother
reports, He screams frequently on the bus, and likes to bite
glasses. Recently he's fond of flushing the toilet. She will
stop him when he screams, put away all the glasses in their
home and lock the toilet door. Besides, she has discussed her
worry with a parent with three special children and upon the
advice of the latter, she has applied to a government clinic
for psychiatric consultation for her son's problems.
Mrs Lo is annoyed by her 3-year-old son's screaming
because it arouses curiosity in her younger son and the
latter imitates his elder brother's behavior. I normally
divert their attention to something else so as to stop my
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elder son from screaming. She always finds that this is an
effective method.
The mothers become more annoyed if they cannot find an
explanation to account for the children's behaviors,
particularly those behaviors that will likely arouse their
feelings of shame, or that may cause harm to the children.
Summary
The above findings show that the mothers' stress
originated from the child problems include: speech problems
(26), problems of social skills (21), learning difficulties
(17), health problems (17), obstincay (14), problems of self-
care (11), ill temper (10), and unusual behaviors (8).
These perceived child problems are quite identical to
the particular characteristics of mentally handicapped
children mentioned by M.L. Hutt and R. G. Gibby, F.J.
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Schonell, M. Chazan A Laing, and many others, although
mobility is generally not perceived to be a problem by the
mothers.
These child problems can be grouped into three major
areas: (1) acquired skills, such as communicative speech,
social skills, self-care, and learning (2) emotional
M.L.Hutt R. G. Gibby, Op Cit. F.J. Schonell et
al.,Op.Cit. M.Chazan A. Laing, Op.Cit.
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behaviors, such as obstinacy, ill temper, and special
behavior and (3) physical health. Among all types of child
problems perceived by the mothers, problem of communicative
speech is the most heart pricking, followed by social skills,
learning and health.
These problems constitute a source of stress to the
mothers because they are seen as hindering the child's growth
and well-being, blocking the establishment of a positive and
reciprocal mother-child relationship, and adding to the
mothers' phyiscal and psychological burdens. Although the
mothers' perceived child problems are related to the nature
and extent of the children's handicap and their chronological
ages, they are also determined by the mothers' perceived
personal and family stress. The mothers' personal values,
their aspirations for the children, their awareness and
acceptance of the children's limitations and potentialities,
and their knowledge and competence in understanding and
handling these problems certainly affect the way they
evaluate the children. The practice of the child care centres
too, has influence on the mothers' aspirations towards the
children.
Since these problems arise essentially from their
daily interactions with the handicapped children, most of
the mothers consider that the child problems are the major
source of their stress and also the barrier to the success of
their coping efforts. So active actions directed to control
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the causes of their worries or to remove the symptom of the
problems, are frequently employed. These actions involve
mostly on-the-spot and symptom release interventions,
followed by use of preventive measures and information
seeking efforts.
For problems related to acquired skills and perceived
to be with more far-reaching implications, such as
communicative speech, social skills and learning, most of the
mothers strive for improvements. However, they are easily
discouraged and will become irritated if their attempts fail.
Then they tend to use coercive measures or to give up. Such
frustrations and lack of perseverance may, in the long run,
foster their disappointment at and rejection of their
handicapped children.
In comparison to communicative speech and social
skills, mothers are generally far more lenient in training
their children for basic self-care skills, taken for granted
that they will be able to capture them sooner or later. They
are, however, more anxious and intolerant for problematic
behaviors of an emotional and socially obstrusive nature,
such as ill temper, aggressive behaviors, and obstinacy.
Their ways of handling of these behaviors are, to a large
extent, determined by the situations where the behaviors take
place. They are more permissive and less punitive in public
places. Although they will look into the causes for these
behaviors, they often use.diversion of attention, coercive
213
measures, or give in to the children's demands more
frequently. These coping strategies aim at symptom release
rather than long term effects on the children's behaviors.
The mothers, rather than the handicapped children, dominate
their interactions. In this connection, the interaction is
essentially an asymmetrical one, as observed by Stoneman et
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al. on the interactions between Down's Syndrome children
and their mothers, with the mothers exercising more control
on the children. However, the relationship is also
reciprocal, as pointed out by K.S. Crnic in the sense that
the responses of the mothers and the children are mutually
85
reinforced. P. Walker delineates that this means a chronic
double bind for the handicapped when the parents hold high
expectations for the children's performance but at the same
86
time foster the children's dependence.
The mothers' explanations for the problems of the
children are worth further discussion here. Many mothers put
the blame on the children's laziness, inattentiveness, and
lack of motivation to learn. Some of them find excuses from
the children's mental handicap. For the first type of
mothers, they essentially deny the children's mental
84
Stoneman et al., Op_ Cit., pp.591-600.
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K.S.Crnic et. al., Op_Cit., pp.209-21'
0 c
Philip W. Walker, Recognising the Mental Health
Needs of Developmentally Disabled People, in Devveloomental
Disabilities- No Longer Private Tradegy, edited by L.- - - - - - - - - - - - - - - - - - - - - - - - - - - - - -
Wiker M.P. Keenan (U.S.A.: The National Association of
Social Workers, Inc., 1983), p.57.
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handicap but the second type of mothers goes to another
extreme of adopting a resignation attitude toward the
handicap. These two kinds of attitude may also co-exist in
some of the reactions of the mothers, reflecting a feeling of
ambivalence towards the handicapped children. Nevertheless,
they are signs of the mothers' incompetence in understanding,






The present study is an exploratory study of perceived
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - -stress and the coping pattern of mothers with mild grade
mental 1 y hand is pped children of nursery age In Honq Kong.
Mental handicap is a medical, educational, social, cultural
and developmental problem. The behavioral defects of the
mentally handicapped children reflect not only their
biological deficiencies but also possible problems in their
immediate cultural, social and familial systems. In
particular, it is not easy to distinguish the biological
influence from psychosocial influences on intelligence in the
mild grade mentally handicapped, who are over-represented in
the lowest socioeconomic segment of the society.
Since the late 1970s, community-based approach has
been advocated and become the dominant trend in the
rehabilitation services in Hong Kong. Under this approach,
mild grade mentally handicapped children within the age
bracket of 2 to 6, who constitute the largest portion among
all the mildly handicapped children of the same age group,
have been offered the opportunity to mix with ordinary and
other mildly handicapped children in integrated day care
centres.
In v iew of the vital role played by the families in
the socialization process of-all children, the community-
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based approach demands active involvement of their parents,
particularly their mothers who normally are the major
caretakers in the families. However, it is quite universally
recognised that having a mentally handicapped child is a
life long distressed event for parents. I f the parents,
particularly the mothers, fail to cope with the stress, they
are likely to be impaired by it from fulfilling their
parenting roles, and this eventually creates further
hindrance to the development of their handicapped children.
An individual's stress and coping pattern to a certain
extent are associated with stages of one's life cycle and
specific problematic situations one is faced with. So stress
and coping pattern of mothers with mild grade mentally
handicapped children of 2 to 6 should be unique.
In spite of our emerging and rapidly expanding
community-based rehabilitation programme for this group of
children, there is little systematic study on these two
essential factors, stress and coping, which affect the
mothers' overall parenting functioning. The present study
attempts to explore the perceived stress and the behavioral
aspect of coping pattern of these mothers, and to analyse
factors contributing to them. It focuses on mothers whose
children have been enrolled into an integrated day child care
centre located in the urban areas because over 80% of our
population reside in the urban areas and people who are
affected by the urban culture may experience stress which is
quite different from that of those who are restricted in the
rural areas. The study aims at promoting better understanding
of the perceived stress and coping pattern of these mothers
and facilitating the planning and implementing of soical
services which will be positively helpful and effective to
these fami1ies.
Bsearch Design and Method
Research Qbjectjves
Having reviewed a variety of theoretical approaches to
the concepts of stress and coping, as well as the stress and
coping pattern of parents with mentally handicapped children,
the sociological concepts of stress and coping, and the
interactionist and behaviorist approaches to the study of
parental stress and coping pattern are selected to form the
theoretical framework of this study.
The objective of the study is twofold. First, it aims
at finding out the types of parental stress perceived by the
mothers of mild grade mentally handicapped children arising
from their daily parenting experiences. Such perceived stress
is likely to exist in three broad areas: (1) personal
problems perceived by the mothers; (2) familial problems
perceived by the mothers; and (3) problems related to the
mentally handicapped children in their daily interactions.
Second, the study also aims at finding out the mothers'
conscious problem solving behaviors in handling a number of
specific situations related to their precevied stress.
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In addition to the main focus of the study, major
factors affecting their stress and coping pattern in the
context of the Chinese families in Hong Kong are also
explored.
Research Method
To achieve the aforesaid objectives, a small but
representative sample of 30 mothers is drawn by stratified
random sampling method from 240 mild grade mentally
handicapped children in 57 integrated day child care centres
situated in the urban areas of Hong Kong Island, Kowloon
Peninsula, Tsuen Wan, and Shatin. The religious background of
agencies, children's sex, and the housing types of the
families are used as strata for sampling.
An interview guide with open-ended questions is used
for personal interviews with each of the sampled mothers.
Reference is also made to the children's psychological
assessment and agency reports. The researcher is the sole
interviewer in the study. Content analysis is used for data
analysis purpose, based on audio tapes of the interviews,
supplementary notes and minute recordings made by the
researcher. An objective judge is invited to analyse and
classify the content of the interviews and moderation is done




Our findings are grouped into three major headings:
the mothers' perceived stress in the three areas, their
corresponding coping pattern, and mediating factors to their
stress and coping efforts. The results of exploration in each
heading are briefly outlined below.
Mothers' Perceived Stress
Mothers' Perceived Stress Related to Their Personal Problems
The mothers' capability in providing good quality of
parental care and guidance to their handicapped children is
much affected by their psychological, emotional, and physical
well-being and readiness. Their perceived personal problems
subsequent to having a mentally handicapped child are
primarily psychological and emotional in nature, which are
manifested in a variety of their distressed feelings. These
feelings vary among the mothers because of their individual
differences. Eight distinctive types of feelings are
identified.
Twenty seven mothers are trapped by their feelings of
uncertainty about their children's future well-being
including th6 ability to lead a satisfying and independent
living and more immediate concerns related to arrangement of
their children's future school placement and school
adjustment in a primary school, and the nature and extent of
their children's handicap.
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Guilt feelings are prevalent among 25 mothers who
feel responsible for causing their children's handicap
because of their inappropriate pre-natal care, early infant
care, poor handling during the process of delivery, suspected
genetic and health problems of their own, or the fact of
being mothers of these children.
Feelings of shame are another source of stress to 23
mothers. They are caused essentially by the mothers'
comparison of their handicapped children with other
children, public exposure of the children's inferior
performance and defect, and the mothers' own belief and value
systems.
Twenty three and 10 mothers are also vexed by their
feelings of inadequacy in providing parental guidance and
care to their handicapped children and their feelings of
inadequacy at reproduction respectively. Their feelings of
inadequacy in guiding their children are so strong that they
over-emphasize the provision of good training facilities
and underestimate their own potential positive contribution
to their children's development.
Feeling confined is another source of stress. Sixteen
mothers feel being confined and restricted in their
activities and interest mainly because of their handicapped
children's need for excessive time care. Again their heavy
responsibility in the family and the tiresome travelling from
their home to school outside their neighbourhood render 9 of
them the feelings of fatigue. Among these 9 mothers, 5 of
them who suffer from a variety of stress also report
psychosomatic health problems in the form of loss of
appetite, insomnia, and weak resistance to ailments. Besides,
7 mothers feel helpless since they perceive that things are
out of their control, and they cannot secure help when
needed.
Owing to all these psychological pressures, as well as
pressures from their interactions with the handicapped
children and those significant others around them, emotional
distress is reported by 29 mothers, which is manifested in
their fluctuating mood, frequent bordom, easy irritation and
annoyance.
Mothers Perceived Stress Re 1 ated to Thej.r Fannljial Problems
The family functions as a primary group which can
provide ongoing support to its individual members especially
during crisis. Disruption within the family context can
therefore cause severe disturbance to its members. The more
intimate the relationship, the more it hurts when the
relationship is disrupted.
Family 'problems perceived by the mothers are
relatively small in amount, and are largely pressures from
their significant others because of lack of support, either
manifested in their different attitude or handling methods
towards the handicapped children. In view of the diversified
family composition, socioeconomic situation of the families,
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and family subculture, again family problems vary among the
mothers. There are 7 types of family problems identified from
the data provided by the mothers.
Fourteen mothers feel uncomfortable in relating to
their relatives, primarily because they feel shameful of the
children's delayed development. Among their family members
and kin group, their families of origin are comparatively
more supportive than their parents-in-law and their spouse.
To the mothers, the most heart-pricking pressure is other's
blame on them, or other's rejection of their handicapped
children. Among all these pressures, marital conflict always
carries the most disastrous effect.
Twelve mothers worry much over sibling conflicts and
adverse impact of the handicapped children on their siblings.
Besides, 7 mothers encounter financial hardships because of
additional medical and overall expenses on their handicapped
children. Three mothers find pressure on their outings
because of public prejudice or their own shame feelings. It
is found that the kinds and amount of social activities in
nearly half of the families are affected. Outings to the
parks, and public places where they foresee little prejudice
are preferred.
Mothers' Perceived Stress Related to Child Problems
Parental acceptance and proper assessment of their
children's potentialities and limitations are crucial in
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determining the quality of their guidance and care. Child
problems perceived by the mothers arise primarily from
their daily interactions. They are also closely related to
the children's abilities and their mothers' aspirations for
them.
There are 9 kinds of child problems perceived by the
mothers and these problems in a way reflect the reality-base
of the mothers' stress. Among all these child problems,
speech is mostly concerned by the mothers. The children's
speech problem has troubled 26 mothers not only because it
represents an obvious defect of their children, especially
for children with a normal appearance, but because of its
adverse impact on effective human communication.
The children's social skills, particularly skills in
relating to their peers, are the sources of stress to 21
mothers. Seventeen mothers are also anxious about their
children's learning difficulties manifested in the form of
low motivation to learn, slow speed, and poor performance
especially in their writings. The children's health problems
too, constitute the source of stress for 17 mothers. Only 11
mothers are troubled by their children's problems of self
care skills in the areas of toilet training, feeding,
clothing and sleep. Some behavioral characteristics of
mentally handicapped children, namely, their obstinate and
wilful behaviors, their ill temper, and some of their unusual
emotional upsets and aimless behaviors are the sources of
stress for 14, 10 and 8 mothers respectively.
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These three areas of the mothers' perceived stress are
in fact interrelated and interlocked. They arise essentially
from the mothers' interactions with their handicapped
children and all those around them within the particular
cultural and social context of Hong Kong. For the majority of
the mothers, they are mostly concerned about the problems
presented by their children. Some of them attribute these
problems to the mental handicap of their children. Progress
in their children's performance therefore always delights
them.
A review of their predominant concern with their
children's speech problems, social skills and ability for
independence reflects their ultimate concern to train their
children to become self-sufficient persons, which is a wish
common to all parents. However, the mothers' psychological
and emotional problems caused by the social and cultural
rejection of the handicapped may prohabit them from seeing
and realizing this aim. The views held by their family
members and significant others too, may add to their stress.
Solution of this stress lies essentially on their
corresponding coping efforts.
The Mothers' Coning Pattern
The mothers' coping behaviors can be differentiated
into two types: (1) behaviors directed to prevention,
management or alternation of the source of their problems
and (2) behaviors directed at symptom release or restoration
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of coping energies. These behaviors come either from their
own resources, or from outside resources. Apart from these
behaviors, emotion regulating measures, which are primarily
cognitive efforts directed at reducing or managing emotional
distress, have also been used by the mothers in this study.
The mothers' coping pattern is determined largely by
the nature of the problems they perceive, the degree of
significance of these problems presented to them, and the
situational context in which their coping efforts are made.
For problems of a psychological and emotional nature,
which refer to most of the personal problems of the mothers,
coping behaviors are primarily on emotion regulating
measures in the form of maintaining hope on the children's
progress or improvement of the situation, preparing for
provision of life long care to the children, thinking only of
the present, relying on the belief of fatalism both in its
religious and philosophical sense, lowering expectations on
the children, rationalizing that the present arrangement is
already the best one, and putting the blame on themselves or
others.
Next come behaviors that aim at symptom release
functions such as avoidance of the stress stimulus which may
be a person or an occasion, compensation for what has been
missed, suspension of action, self-sacrifice measures, or
behaviors that aim at restoration of coping energies such as
having recreation, keeping oneself occupied, or diverting
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attention to other things.
Actions directed to the prevention, management, or
prevention of the source of the problems such as training the
child towards better independence and seeking help, are
comparatively rare and more restricted to coping with
feelings of inadequacy in providing guidance, feelings of
confinement, and feelings of fatigue.
Most of the problems perceived by the mothers are
interactional in nature. Because mentally handicap is also a
cultural and social problem, the mothers as well as all those
around them are bound by their cultural and social values,
and they are in a way mutually reinforcing each other. Coping
behaviors in these interpersonal relationships can be
analysed from the perspective of their roles, status in the
family, their subculture, the degree of intimacy of their
relationships, and the mothers' competence in handling these
problems.
To intimate adult family members, including their
husbands, parents-in-law, and their families of origin,
nearly half of the mothers use explanations to minimize their
d i'vergence 'in attitude and handling methods, under the
condition that their relationship is a secure and close one.
However, should the relationships be distant and one-sided,
then the mothers will resort to suspension of action b)
keeping silent yet at the same time undertaking the major
child care responsibilities. It may result in open conflict-c
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with their husbands such as quarrels in case their
relationship deteriorats to a mutually rejecting one. The
usual submissive attitude assumed by the mothers towards
their senior family members is obviously conformity to the
virtues of filial piety and respect to the elderly highly
valued by the Chinese culture.
Their coping pattern to pressures from distant
relatives or the public at large is different. Since the
relationship is loose and contacts are irregular, avoidance
of contacts, or avoidance of mentioning of the children or
the children's problem, is used. According to most of the
mothers, since these people may not be fully aware of the
children's problems, they may not be of help to them.
However, close relatives, which refer to their own siblings
or other in-laws, do not fall into this category. The mothers
may enlist these relatives' help in taking care of the
children if they have close contacts with each other and the
relatives are supportive.
The mothers usually feel more secure with their
bosom friends and parents facing similar problems. Since
they are essentially in the same boat, they are able to
understand each other and mutually support each other. They
often form an important source of emotional and practical
support to the mothers.
Other children in the family are frequently involved
in the helping process of the mentally handicapped children
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too. In case of sibling conflicts, they are also the major
target of their mothers' intervention. Although they are
often asked to give in or are even blamed for causing the
trouble, they are usually told about their mothers'
standpoints and are taught how to behave properly. Owing to
some of the mothers' expectation for the siblings of the
handicapped children to provide care to them if the children
prove to be unable to look after themselves in future, some
of these non-retarded children are intentionally involved by
their mothers in taking care of their handicapped siblings.
Both cases of over-concern and negligence of the siblings'
needs are present in a few families. Over-concern is present
when the mothers tend to attribute the siblings' behavioral
or emotional problems to the family's caring of the
handicapped children. Negligence, at the opposite, exists
when the parents are so concerned and overprotective of the
handicapped children that they tend to overlook the needs of
their non-retarded children.
The problems which are caused by the interactions
between the mothers and their handicapped children are of
primary concern to many mothers. Such interactions give rise
to tremendous practical problems in connection with child
guidance and care. Since these problems are concerns of many
mothers, actions directed to the prevention, management, and
alternation of the causes of these problems are frequently
used. They involve the use'of training skills, training aids,
effective environmental stimulation, information seeking
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behaviors, and preventive measures to stop the occurrence of
these problems. The mothers generally use more constructive
and positive coping behaviors aiming at promoting their
children's abilities and performance in speech, social
behaviors, and learning.
However, the mothers are easily discouraged in case
their attempts in these respects fail. They will then either
use coercive measures such as spanking, scolding,
threatening, etc. to bring about their children's compliance,
or they will give in to their children's demands or simply
give up trying. Use of rewards and explanations is rare. The
mothers are generally very lenient with their children's
problems in self-care. But they are less tolerant and more
punitive towards socially obstrusive behaviors such as
obstinacy, ill temper, and aggression.
For problems of a more physiological nature, which
refer to the mothers' and their children's health problems,
coping behaivors.are essentially directed to the prevention
or management of the cause of the problem. In the case of the
health problems of the children, the mothers are more
anxious. They use more preventive measures by giving their
children food supplements and paying special attention to
their nutrition, clothing, bathing, body temperature and even
daily behaviors. Treatment is mainly sought from doctors
trained in using Western medicine but some of the mothers
rely on both Western and Chinese medicine. Only one mother
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uses superstitious remedies on top of seeking ordinary
medical treatment. But for their own health problem, they are
less anxious and they tend to resort to self-reliant
behaviors aiming at symptom release or restoration of
energies such as taking rest and having more recreation
because their health problems are caused primarily by their
psychological problems and physical strain.
It has been found that the same coping pattern is also
being used by the mothers to tackle stress of an economical
nature. For financial problems, self-reliant actions are
taken to manage the problems either by cutting down their
expenses or to increase their income.
Mediating Factors
Both the stress and coping behaviors of the mothers
are affected by a number of the demographic and background
characteristics of themselves, their handicapped children,
and their families. In studying these mothers who vary
considerably in their perceived stress and coping pattern in
connection with their having a mentally handicapped child,
three factors are found to be effective in mediating their
perceived stress and in encouraging progressive and active
coping behaviors. Their effect can exist quite independently
of the demographic and background characteristics of the
mothers.
First, availability of supportive marital partners
and accessibility to empathetic friends and relatives,
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parents with similarly inflicted children, and non-
judgemental professionals can form a strong social support
network, both formally and informally, for the mothers to
buffer against her despair as well as to enhance their
parenting functions. For instance, a supportive husband can
lessen the mother's guilt feelings, and is a vital source of
comfort at times of depression. He can also assist in their
household chores and child care work so as to reduce his
wife's burden in the family. A parent with a similarly
inflicted child can also reduce the mother's guilt and shame
feelings by letting her know that her problems are not
unique. By sharing and exchanging information and
experiences, they can help each other in minimizing
uncertainties and feelings of inadequacy in guidance. A non-
judgemental professional, on the other hand, can always be a
reliable and resourceful person to whom the mother can turn
in case of any difficulties.
Second, the mothers' knowledge about normal
developmental progression and needs of preschoolers, and
their skills in training handicapped children, determine
their own resources to counteract external pressures
Third, the mothers' awareness and appreciation of the
progress of their handicapped children give them much
encouragement and hope to perform their parenting roles
competently. So it is important for the mothers to be kept
informed of the progress of their handicapped children.
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Conclusion
This study confirms many practical problems,
psychological and emotional problems, as well as other
interpersonal problems universal to mothers of mentally
handicapped children as mentioned by the interactionists and
behaviorists. Such stress arises mainly from their daily
difficulties in parenting a mentally handicapped child.
For mothers of mild grade mentally handicapped
children, speech and social skills are the problems mostly
concerned by them because these two developmental skills are
seen as essential to the children's overall growth.
In guiding their children, the mothers are mostly
crippled by their lack of sufficient knowledge and sense of
incompetence, coupled with their psychological and emotional
problems caused by cultural and social pressures. Their
support primarily comes from their families of origin, their
husbands, parents-in-law, friends, mothers facing similar
problems, and the professionals.
Coping strategies can be classified into three types:
actions directed to the prevention, management, or
alternation of-the cause of the problem, actions directed to
the removal of symptoms or restoration of coping energies,
and emotion regulating measures which are cognitive efforts
aiming at resolving emotional distress. Each of these
strategies has been employed and emphasized in different
problem solving situations in accordance with the nature of
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problems perceived by the individual mthPrs_
Three factors are vital in mediating the mothers'
perceived stress and coping efforts: the availability and
accessibility of social support, mothers' knowledge and
skills in training the mentally handicapped children, and
maintenance of their hope on the progress of the handicapped
children. These findings can provide 's oc i a l workers some
reference in helping these families buffer against their
stress as well as take constructive actions to cope with
their problems.
Limitations and Discussion
For an exploratory study like the present one, a more
long term and in-depth observation and study on the dynamics
and interactions between the mothers and their handicapped
children, as well as with other family members, will surely
yield more information about the underlying causes for their
stress and coping pattern. The limited time, limited
resources and limited manpower of this project, however, do
not permit this. Therefore, the relevant agency files,
referral letters, and reports of the child care professionals
who have da i-l y contacts with these families have been used
as a reference to substantiate the findings.
Another limitation of the present study is that it is
impossible to eliminate all the subjective interpretation of
the researcher. In view of.the refusal of 2 mothers for their
interviews to be audio taped, analysis on their statements
has to rely heavily on the researcher's minute recordings and
observations. Nevertheless, caution has been taken to
minimize this risk by using open-ended questions during the
interviews, audio taping 80% of the interviews, and
involving an objective judge.
The sampling can be made more representative too, if
more information about these families can be obtained from
the child care centres. The confidential nature of their
files and the children's psychological assessment reports,
and the heavy workload of the child care workers make it
difficult to obtain more detailed information on the mothers
for sampling purpose. Hence, sampling is carried out based on
some basic information about these families that could be
obtained from the centres.
Since the data for the present study are mainly
obtained through the use of retrospective methods, another
risk lies in possible defensive reactions of the public in
interviews. Although 2 mothers have been rather nervous at
the beginning of the interviews, one of them becomes more at
ease later. Under these situations, the mothers are
encouraged to express their views more freely and in a
completely unstructured way, and audio tapes are forbidden.
More time is also allowed for them to get acquainted with the
researcher. Fortunately, the vast majority of the mothers
involved in this study are able to accept it as an
opportunity for other people to understand their needs and
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their children for the potential improvement of social
services. They are on the whole very frank in revealing their
problems.
The family interactions reflected in this study are
primarily based on the mothers' perceptions. Reactions of
other family members mentioned by the mothers can represent
only the mothers' views.
The two major issues under study, namely, stress and
coping, are diffuse and global. However, they are highly
relevant to the practice of social work. This study is an
endeavour to relate them specifically to a particular target
group facing one common problem, i.e. having a mild grade
mentally handicapped children within the age bracket of 2 to
6. In view of the limitations mentioned above, this study
focuses on the essential aspects of the issues relevant to
the research questions. They may be more comprehensively
reflected, if circumstances allow and if applicable, by using
a combination of methods. For example, stress reported in
this study can be based on both the mothers' perceptions and
physiological responses. The pattern of coping to certain
stressful situations found in this study can also be further
supported by observational methods. For further exploration
into this area, combination of both qualitative and
quantitative methods, involvement of a larger sample, and the





The findings of this study indicate that the mothers'
perceived stress and coping pattern are essentially related
to their understanding and acceptance of their children's
problems caused by mental handicap, their capability in
managing their own psychological and emotional problems which
arise from their lack of sufficient knowledge about the
implications of mental handicap, their incompetence in
handling the problems arising from it, and the support they
can receive from their family members, significant others,
the professionals, and the public at large. Based on these
conclusions, as well as the requests of the mothers on the
type of services which they perceive as most relevant to
their needs (Table IX-1 at Appendix IV), the following
preventive services are recommended for promoting the well-
being and overall functioning of these mothers.
Educational Provision for the Handicapped Children
Owing to their concern about the problems and progress
of their handicapped children, and their prevalent feelings
of inadequacy in providing appropriate guidance to their
children, the mothers place provision of appropriate
educational service on the top of their service-request
list. Their anxiety is partly induced by the difficulties
many of them have experienced in finding their children a
place in regular schools. Besides, it is also caused by
their awareness of the fact that school places for special
children are allocated by the Education Department through a
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screening test therefore they, unlike mothers with ordinary
children, cannot rely on their own resources
As far as educational provision is concerned, the
mothers need to understand the operation and structure of
current special school systems. They also need to be
reassured that their children would not be banned from
regular schools forever once they are enrolled into a special
school, in case they can prove their ability to study in a
regular class. There is also a need for preparing these
children to adjust to life in a more independent environment
before they leave the nursery. This requires: (1) visits or
briefing sessions about the special education systems
organized for the mothers well in advance of allocation of
primary school places for their handicapped children, (2)
consideration of the Education Department to expand their
resource classes in regular primary schools, (3) regular
review of the students' abilities in special schools so that
prompt actions could be taken to transfer the children back
to regular schools if their progress allows, and (4) pre-
discharge training programmes to prepare the children to
adjust to a more independent school setting.
More even distribution of school facilities in the
form of integrated child care centres and resource classes in
primary schools is also needed so as to save these families'
troubles in travelling as well as to encourage more regular
school attendance of their children. Such facilities are
especially badly needed in newly developed towns like Taipo,
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luen Mun, and other developing areas of the New Territories.
Parent Education
Many of the. mothers' perceived psychological and child
problems are related to their acceptance of their children's
handicap, and their competence in handling difficult
situations. Mothers who are equipped with better knowledge
about the needs of and training methods for the mentally
handicapped are found to be generally more consistent and
firm in their discipline, and to be able to utilize a variety
of methods to handle their problems.
The present facilities for parent training run by
voluntary welfare or rehabilitation organizations cater
mainly for those parents whose children have not been able to
go to day care centres. For those who have been enrolled into
the centres, parents may be involved in their children's
training programmes through individual contacts with the
child care professionals or through home exercises assigned
to these children. Regular parent meetings at two months or
three months intervals may be held by some of the centres.
However, practice varies greatly from centre to centre, and
such meetings aim more at the exchange of opinions between
parents and teachers, or one-way information giving conducted
in the form of talks.
Parents can be trained as effective therapists for
their handicapped children, provided sufficient training
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facilities can be made available to them. More intensive
parent training may take two forms. First, they may be
organized in the form of a short-term treatment or social
group with regular and frequent meetings within a fixed
period. Parents facing similar problems could be grouped
together to work on one or a few central themes. I t enables
them to discuss their problems in depth. Both resolution of
debilitating feelings such as shame and guilt, and
improvement of parenting skills should be emphasized, thus
freeing them from their psychological and emotional problems.
If possible, the handicapped children should be involved in
the group too so that parents can rehearse their skills.
Parents with newly admitted children, pre-discharge children,
or children with specific behavior or emotional problems can
be grouped together for such purpose. Besides, seminars or
interest groups can be run on a district or even regional
basis for information giving or recreational purpose.
Furthermore, parents clubs to be run by the parents
themselves with the assistance of professionals may offer
another feasible way for encouraging mutual aid and support
among them. These groups and seminars can be organized by the
day care centres or jointly with the welfare agencies within
their districts or regions.
Since most of the family members and even grandparents
are involved in caring the children, they should, as far as
possible, be involved in these educational projects too, in
order to ensure a consistent attitude and handling methods,
241
as well as to promote their support to the mothers. Depending
on their availability, they could be involved directly in
parent education programmes, or indirectly through newsletter
to parents or other publications.
Directory of Resources and Facilities for the Mentally
Hand i cap-pe d Chi 1 dre n
Instead of shopping for medical treatment, many of the
mothers now shop for training facilities for their
handicapped children, which often fosters rather than
resolves their feelings of uncertainties and helplessness.
Some of them are still unaware of the financial and other
kinds of assistance available for the children. Apart from
those who have the chance to join parent training programmes,
and who have resourceful friends whom they could consult
with, many mothers do not know much about the existing
resources and facilities especially those catering for the
mild grade mentally handicapped before their children's
enrollment to the child care centre. Such shortage of
information lead to their anxiety over their children's
future well-being. Compilation of a directory of such
resources and facilities may greatly enhance their coping
behaviors and alleviate some of the stress.
Other Training Facilities
A successful integrated programme demands supportive
and remedial services, such as training facilities in the
area of speech therapy. Unless these services can be
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aaequately provided by the community, progress of the
children cannot be safeguarded. A community-based programme
may create more frustration than relief in these families.
Family Life Education
From the mothers' reports, the public's attitude
towards the handicapped has generally been improved.
However, prejudice and discrimination still widely exist
especially in relatively remote and conservative areas.
Further improvement of social acceptance of the mentally
handicapped can be achieved through provision of family life
education programmes. An appropriate attitude towards the
mentally handicapped and their families should be advocated
as part of the family life education programme. Public
education in the forms of campaigns, displays, information
pamphlets, propogation through mass media such as
newspapers, television and radio programmes, has been proved
to be effective in cultivating a more positive and acceptable
image of the handicapped. This is a prerequisite for any
integrative efforts.
Direct service to these families can be organized by
means of family outings, either segregately or jointly with
families having non-retarded children. All the family members
including the fathers and siblings of the handicapped
children should be involved.
As a preventive measure, the significance of early
infant care should also be emphasized through seminars,
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ta1Ks, or mothers' groups.
Family Services
For mothers suffering from multiple family problems,
such as relationship problems among their members or
practical difficulties in finance and housing, they may not
be benefited from parent training programmes within a short
time. For them, family service on an individual basis may be
a more realistic and direct answer to their problems.
The present services provided by the family services
centres to these families mainly focus on counselling and
referral services. Counselling should centre on dealing with
their personal affective needs, providing them with
information about their child's strength and limitations, and
the appropriate child rearing methods.
For mothers who are working or who have already been
tied down by their heavy responsibilities in the family, they
may find it a great relief if more practical help such as the
provision of escort services can be offered. For families who
are of a lower socioecononmic status, and whose children do
not have the chance to go to day care centres, regular
activities organized for the children so as to release part
of the child care burden of these mothers can be of much
help.
Early Identification Servcices
It has long been recognised that early identification
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of high risk children and their families is probably the most
effective method of ensuring conducive conditions for
intellectual growth. The traditional identification method
which depends on referrals is no longer effective especially
with children whose defects are less apparent. All the
mothers should be encouraged to let their infants receive the
early screening tests regularly now available at the Maternal
& Child Health Care Clinics. Besides, the medical social
workers can play an active role in this respect by paying
special attention to children who require frequent or
prolonged hospitalization. For those parents who are first
facing the shock and despair of having a mentally handicapped
infant, an interdisciplinary team consisting of
paediatricians, nurses, and social workers can offer them
short term group sessions aiming to help them go through
their initial crisis so that more psychic energies of the
parents could be reserved for problem solvinq efforts.
Training Provision for Child Care Staff
The child care professionals involved in the
integrated programme are frontiers of the services. They play
a vital role as they work closely with the handicapped
children and their families. All of them should therefore be
given proper training. As pointed out by the Working Party on
Preschool Care, Education and Training of Disabled Children,
child care staff is in need of a comprehensive training
course in relation to their duties. Besides, short-term
courses or seminars on various problems they may encounter at
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work can be organized on a more regular basis so that they
can exchange experiences and work out new strategies in
handling problems arising from their work.
Interdisciplinary Approach
The multiple nature of mental handicap also calls fog
an interdisciplinary approach that involves the efforts o1
professionals from various fields of practice, such as the
child care professionals, psychologists, speech therapists,
paediatricians, and social workers. The mothers whosE
children or families in need of these services require
integrated rather than fragmented services, although on the
whole the problems presented by the mild grade mentally
handicapped children are relatively small in comparison witr
those of the moderate and severe grades. More coordination
and cooperation among the professionals are thus needed tc
form a network of specialist services. At present, a multi-
disciplinary team approach has been practised by a feu
governemnt clinics such as Arran Street Child Assessment
Clinic. These families will be benefited from an expansion of
this kind of services.
Furthermore, since not many mothers will take the
initiative to search for relevant information, there is a
need to reinforce our referral systems. An interdisciplinar)
approach can also facilitate coordination between the two
government departments involved, namely the Education
Department and the Social Welfare Department, so as to ensure
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the continuity of the ideal of integration.
I mpl i cations for Future Research
The present study only focuses on the stress and
coping pattern of mothers with mild grade mentally
handicapped children. The findings indicate that there is a
possible correlation between these two concepts. This aspect
warrants for further exploration in future studies. The
findings also reflect that other fam i l y members have their
needs and problems, such as the attitude and coping pattern
of the fathers, the feelings and. well -being o f other children
in the families, and the changing attitude of the public at
large. These are interesting areas for further exploration.
There remains also an urgent need to know more about the
stress of families whose children are still waiting for
school arrangements, as these families are likely to be more
vulnerable than those whose children have been enrolled into
an integrated child care centre.
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APPENDIX
APPENDIX I : LIST OF INTEGRATED CHILD CARE CENTRES
IN HONG KONG IN JANUARY 1985
LIST OF INTEGRATED CHILD CARE CENTRES IN HONG KONG
IN JANUARY, 1985
R§.2tl2.Q. Religion. Name of Centre No of MfcL
Chiidren
H.K. Protestant St. James' Settlement Kathleen 1
MacDouall Day Nursery
S.A. Chai Wan Nursery 3
S.A. Wah Fu Day Nursery 6
Caritas Day Nursery-Chai Wan 2
Caritas Day Nursery-Kerindy 1
Town
Caritas Fong Shu Chuen Day 5
Nursery
Po Leung Kuk Day Nursery 3
Lady Trench Day Nursery 2(1)
T.W.G.H. Ng Sheung Lan 3
Memorial Day Nursery
Tung Wah Chiap Hua Cheng's 4(1)
Day Nursery
Y.W.C.A. Faith Hope Nursery 2
Tsung Tsin Mission On Keung 5(1)
Day Nursery
HKCS Kwun Tong Day Care Centre 9(2)
Jordan Valley Lutheran Nursery 3
Ling On Nursery 4(1)
S.A. Yau Tong Day Nursery 4(1)
Tsung Tsin Mission On Ning Day 6
Nursery




re 1 ig i ous
Kin. Protestant
HKCS Tai Hang Tung Day Care 5(1)
Centre
St. Olav's Day Nursery 5
Tsung Tsin Mission On Yan Day 10(1)
Nursery
HKCS Shek Kip Mei Day Care 9(1)
Centre
S.A. Lok Man Day Nursery 4
Lutheran Philip House Day 2
Nursery
Yang Memorial Social Centre 4(1)
Day Nursery
Lutheran Philip House Kai Yip
Day Nursery
Caritas Day Nursery- Tung Tau 3(1)
Caritas Day Nursery- Wong 3(1)
Tai Sin
Caritas Queen Fabiola Day 4
Nursery
Sisters of the Immaculate 6(1)
Heart of Mary Wong Tai Sin
Day Care Centre
St. Vincent de Paul I Day 4
Nursery
St. Vincent de Paul Day 5
Nursery II
Precious Blood Day Nursery 5(1)
Caritas Day Nursery- Shek Kip 2(1)
Me i
Caritas Day Nursery- Lok Fu 5
I.R.C. Ig-Metall Day Nursery 1
New Kowloon Women Association 5
Tsz Wan Shan Nursery





Tung Wah Chan Han Day Nursery 1
I.R.C.Magnus Georgian Day 3
Nursery
Po Leung Kuk Fung Pak Lirn 5
Nursery
T.W.G.H. Lo Wong Pik Shan
Day Nursery
Po Leung Kuk Lam Tin Nursery 6
Po Leung Kuk Lee Siu Chan 0
Nursery
HKSPC Portland Street Day 4C1)
Nursery
HKSPC Hong Kong Bank 4
Foundation Centre
N.T. Protestant S.A. Wo Che Nursery 5(1)
St. Sunniva's Day Nursery 5(1)
S.K.H. Lady MacLehose Centre
Day Nursery
S.A. Lei Muk Shue Day Nursery 6(1)
Y.W.C.A. Tsuen Wan Nursery 0
S.K.H. St. Nicholas Day 4
Nursery
Cheung Ching Lutheran Nursery 4




Caritas Day Nursery- Shatin 5(1)
Caritas Day Nursery- Kwai 6(1)
Chung
Non-
re 1 ig i ous
Po Leung Kuk Kwai Chow 5(1)
Nursery
Tung Wah Kwai Shing Day 4(1)
Nursery
Yan Chai Hospital Ju Ching 4(1)
Chu Child Care Centre
Yan Chai Hospital Tung Pak
Ying Child Care Centre
Po Leung Kuk Stephen Lam
Nursery






Integrated Child Care Centres Not Involved In The Study
() No. of Sampled ChildChildren From The Integrated Child
Care Centres
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APPENDIX II : INTERVIEW GUIDE ON STRESS AND




THE CHINESE UNIVERSITY OF HONG KONG
GRADUATE SCHOOL (SOCIAL WORK).




I am a student of the Chinese University of Hong
Kong. I am conducting a study on what it is like to be the
mother of a special child- the problems and pressures you
have and how you attempt to solve these various problems. It
is hoped that through this study, more systematic information
of the stress and related coping patterns of mothers with
special children can be reflected. The information gathered
will help us to suggest ways of making appropriate social
services available to mothers like you who may be in need of
he 1 p.
I shall be grateful if you will kindly answer some
questions about your experience as a parent of a special
child. All information you give us will be handled with
strict confidentiality.






(A) PERSONAL PROFILE OF THE CHILD-IQUESTION
1. Name:
2. Se x:
3. Date of birth:
4. Date of admission to integrated day care centre:
5. Any other training or education received prior to his
admission to the day care centre:
(1) Yes
i O M~
If yes, please specify:
(a) Special training
(b) Kindergarten
(c) Others (please specify):
6. Nature and extent of the child's delayed development:
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(B) RESPONDENT'S PERSONAL PROFILE
1. How old are you?
2. What is your place of birth?
3. When did you come to Hong Kong?
4. How long have you been in Hong Kong?
5. Do you have any religious affiliation?
6. What is your religious affiliation?
7. Have you been to school?
8. What is your educational standard?
9. Are you working?
10. What is the nature of your job?
11. What are your working hours?
12. Are you living together with your husband?
13. What is your family composition? How old are your family
members?
14. Are you living together with your in-laws'
15. What is the birth order of ---- ?
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16. Concerning your husband, please tell me:
a) What is his place of birth?
b) When did he come to Hong Kong?
c) How long has he been in Hong Kong?
d) Does he have any religious affiliation?
e) What is his religious affiliation?
f) Has he been to school?
g) What is his educational standard?
h) Is he working?
i) What is the nature of his job?
j) What are his working hours?
17. What is the total monthly income of your family?
18. What type of housing does your family live?
19. How long have you lived in your present residential
district?
20. Have you received any kinds of parent training?
21. What kind of parent training have you received?
22. Within the recent year, have you or your family members
had any accidental events?
C) STRESS PERCEIVED BY RESPONDENT AS A CONSEQUENCE OF
UAVIMG A SPECIAL CHILD
STRESS RELATED TO THE CHILD-INQUESTIQN
1. Do you feel that has any special needs in his
dai1y routines?
2. What kind of special needs do you think that has?
3. In taking care of, what are the problems that
worry you most?
STRESS ECLATED IS RESPONDENT S FAMILY RELATIVES AND
FRIENDS
4. Does the fact of having a child like affect your
fami1y?
5. In what aspects does it affect your family?
6. What are the problems that worry you most?
7. Does the fact of having a child like------ affect your
relationship with your relative and friends?
8. In what aspects does it affect your relationship with
your relatives and friends?
9 What are the problems that worry you most?
STRESS RELATED TO RESPONDENT HERSELF
10. Does the job of parenting have any impact on
yourseIf?
11. In what aspects does it affect you?
12. What are the problems that worry your most?
13. How do you feel when people raise questions concerning
14. When did you know that is different from other
children?
15. Do you often feel helpless, poor in appetite or spirit?
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(D) RESPONDENT'S COPING PATTERN TO THE FOREGOING STRESS
STRESS RELATED TO THE CHILD-IN-QUESTION
1. What are the usual ways you handle the foregoing
problems?
2. What are the difficulties you have encountered when you
deal with the foregoing problems?
STRESS RELATED TO RESPONDENT'S FAMILY, RELATIVE AND
FRIENDS
13. what are the usual ways you handle the foregoir
problems?
wnat are the difficulties you have encountered when you
deal with the foregoing problems?
STRESS RELATED TO RESPONDENT HERSELF
5. What are the usual ways you handle the foregoing
problems?
6. What are the difficulties you have encountered when you
deal with the foregoing problems?
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APPENDIX III : INTERVIEW GUIDE ON STRESS AND
COPING PATTERN OF MOTHERS WITH
SPECIAL CHILDREN
(CHINESE VERSION)
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LIST OF TABLES
In the following tabulation, when the respondents give
more than one answer, each answer is recorded as a separate
entity and counted as one.
Table V-i: Causes for Mothers' Feelings of
Uncertainty
(Respondents= 27, N= 51)
Cause ( %N
(52.9)Uncertain of Child's Ability 27
to Lead an Independent
Decent Living
13 (25.5)Uncertain of Child's Future
School Arrangement and
Adjustment
(21.6)11Uncertain of the extent




Tth1P V-2, Mothers' Coping Pattern to Their
Feelings of Uncertainty
(Respondents= 27, N= 61)
Coping N ( % )
Teach Child Skills for 14 (22.9)
Independence
Seek Help
Seek Information 6 (9.8)
Seek Medical Treatment 2 (3.3)
Regulate Emotion
Prepare for Life Long CarE 17 (27.9)
Think Only of the Present 12 (19.7)
Maintain Hope on Child's 10 (16.4)
Progress
Total 61 (100.0)
Table V-3: Causes for Mothers' Feelings
of Guilt
(Respondents= 25, N= 28)
Cause N ( % )
Inadequate Pre-natal Care 15 (53.6)
Inadequate Post-natal Care 5 (17.8)








Table V-4: Mothers' Coping Pattern to Their
Feelings of Guilt
(Respondents= 25, N= 52)
Cop inc N ( % )
Try to Compensate for What 13 (24.5)
Is Lost
Escape, Deny and/or Make Self- 9 (17.0)
Sacrifice
Regulate Emotion
Believe in Fatal ism 13 (24.5)
Maintain Hope for Child's 10 (18.9)
Progress
Prepare for Life Long Care 8 (15.1)
Total 53 (100.0)
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Table V-5: Causes for Mothers' Feelings
of Shame
(Respondents= 23, N= 37)
Cause
N ( % )
Because Child Is Inferior 17 (46.0)
in Comparison with Other
Children or Has Manifested
Odd Behaviors
Because of Queries, Peculiar 15 (40.5)
Looks or Rejection by Other
People
Because of Own Belief or Fear 5 (13.5)
Total 37 (100.0)
Table V-6: Mothers' Coping Pattern to Their
Feelings of Shame
(Respondents= 23, N= 43)
Coping N ( % )
Avoid Talking about Child's 11 (25.5)
Problems
Avoid Taking Child to Visit 9 (20.9)
Others/Certain District
Select Occasion to Bring 6 (14.0)
Child Out
ignore utners' weer LOOKS 3 (7.0)
Control Child's Behavior in 6 (1 4. a)
Public Places
Regulate Emotion
Maintain Hope On Child's Progress 8 (18.6)
43 (100.0)Total
272
Table V-7: Causes for Mothers' Feelings of
Inadequacy In Guidance
(Respondents= 23, N= 24)
Cause rJ ( % )
Don't Know How to Teach 21 (87.5)
Child Cannot Achieve 3 (12.5)
Targets Set by Mother
Total 24 (100.0)
Table V-8: Mothers' Coping Pattern to Feelings of
Inadequacy in Guidance
(Respondents= 23, N= 39)
Coping N ( % )
Use Own Methods 12 (30.8)
Seek Information
Discuss with Professionals 10 (25.6)
Make Reference to Newspapers, 6 (15.4
Radio Programmes, Magazines,
and Books
Place Responsibility on 5 ( 12 .8:
Child's Siblings
4 (10.3)Discuss with Friends
2 ( 5.1)Discuss with Husband
(100.0)39Total
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Table V-9: Causes for Mothers' Feelings of
Inadequacy at Reproduction
(Respondents= 10, N= 17)
Cause N ( % )
Fear the Child Will be 5 (29.4)
More Deprived
Fear the Next Child will 5 (29.4)
be Inflected
Fear of Financial Problem 4 (23.5)
Fear She Could Not ManaE 3 (17.7)
Total 17 (100.0)
Table V-10: Mothers' Coping Pattern to Their Feelings
of Inadequacy at Reproduction
(Respondents= 10, N= 10)
NCoping ( % )
Decide Not to Reproduce 3 (30.0)
No Decision Yet 7 (70.0)
10 (100.0)Total
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Table V-11: Causes for Mothers' Feelingc.
of Confinement
(Respondents= 17, N= 27)
Cause N C o)
Child Requires Excessive 17 6.0]
Time Care
Mother Has to Make Sacrifice 5 (18.5)
Lack of Support from Others 5 (18.5)
Total 27 (100.0)
Table V-12: Mothers' Coping Pattern for their
Feelings of Confinement
(Respondents= 17, N= 31)
Coping N (o)
Seek Help
10Seek Help from Family Members (32.2)
and Relatives
Seek Help from Training CentrE 2 (6.5)
and Church
Give up Uwn Interest 3 (9.6)
2Try to Lower Child's Dependence (6.5)
Regulate Emotion
(38.7)12Rationalize the Present
Arrangement I s the Best





Causes for Mothers' Feelings of
Fatigue
(Respondents= 9, N= 12)
Cause
N ( % )
Has to Undertake Heavy 8 (66.7)
Responsibilities in Family
Has to Travel Long Distance 4 (33.3)
from Home to School
Tota 12 (100.0)
Table V-14: Mothers' Coping Pattern to Their
Feelings of Fatigue
(Respondents= 9, N= 14)
Coping N ( % )
Use of Self -Reliance Measures
Take More Rest 4 (28.6)
Have More Recreation 2 (14.3)
Sacrifice Child's Schooling 2 (14.3)
Give up Own Interest 1 (7.1)
Seek Help
Seek Help from Husbands 3 (21.4)
and Relatives
Seek Medical Treatment 2 (14.3)
Total 14 (100.0)
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Table V-15: Causes for Mothers' Feelings
of Helplessness
(Respondents= 7, N= 1 1)
Caus ( % )
Feel Things Are out of Control 5 (45.5)
Lack of Support 4 (36.3)
Feelings of Social Isolation 2 (18.2)
Total 11 (100.0)
Table V-16: Mothers' Coping Pattern for Feeling
of Helplessness
(Respondents= 7, N= 7)
Coping N (o)
Seek Help from Others 2 (28.6)
Have Outlet 1 (14.2)
Regulate Emotion
Plan Solution within Present 2 (28.6
Limitations
Maintain Hope for Improvement 2 (28.6)
7 (100.0)Total
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Table V-17: Causes for Mothers' Health Problems
(Respondents= 5, N= 7)
Cause N ( % )
rsycnological Pressure 4 (57. 1)
Physical Strain 3 (42.9)
Total 7 (100.0)
Table V-18: Mothers' Coping Pattern for Their
Health Problems
(Respondents= 5, N= 6)
Coping N ( % )
Use of Self -Reliance MeasuresTak-e- M-o--------------------
re Rest 2 (33.3)
Have More Recreation 2 (33.3)
Seek Medical Treatment 2 (33.3)
Total 6 ( 99.9)
Table V-19: Causes for Mothers' Emotional Distress
(Respondents= 29, N= 41)
Cause N ( % )
22 (53.7Own Emotional and
Psychological Problems
11 (26.8)Worry Over Child's
Problems
8 (19.5)rressure from ulners
41 (100.0)Total
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Table V-20: Mothers' Coping Pattern to Emotiona
Distress
(Respondents= 29, N= 71)
Coping
Use of Self-Reliance Measures
Keep Busy or Occupied 12 (16.9)
Have More Recreations 8 (11.3)
Take a Walk 4 (5.6)
Sleep, Drink Water, Take a Bath 3 (4.2)
Avoid Seeing Child 2 (2.8)
Pay Attention to Own Appearance 1 (1.4)
Seek Help from OtherE 13 (18.8)
Have Outlet- - - - - - - - - -
Scold Spank Own Children 6 (8.5)
Cry 2 (2.8)
Keen Silent 3 (4.2)
EtU late Emotion
5 (7.1)Maintain Hope on Child'
Progress
4 (5.6)Believe in Fatalism
2 (2.8)Focus on Child's Present
Abilities
2 (2. 8Lower Own Expectation





Table VI-1: Causes for Mothers' Feelings of Lack
of Marital Support
(Respondents= 7, N= 16)
Cause N ( % )
Husband's Attitude
Husband Is Ashamed of Child 4 (25.0)
Husband Blames Sell 3 (18.8)
Husband Favours Child But 2 (12.5)
Neglects Other Children
Husband's Discipline- - - - - - - - - - - - - - -
Husband Does Not Know How to 3 (18.7)
Guide
Husband Is Too Indulgen 3 18.7
nusoana is ioo eunitive 1 (6.3
Total 16 (100.0)
Table VI-2: Mothers' Coping Pattern for Their
Feelings of Lack of Marital Supporl
(Respondents= 7, N= 11)
Coping N ( % )
Explain to Husband 5 (45.4)
Follow Own Way 3 (27.3)
1Quarrel with Husband (9.1)




Table VI-3: Causes for Sibling Conflicts
(Respondents= 12, N= 13)
Cause N ( % )
Child's Disturbance to Sibling 5 (38.4)
Child Being Too Aggressive 3 (23.1)
Sibling Is Jealous 3 (23.1)
Child Is Jealous 1 (7.7)
Sibling Being Too Aggressive 1 (7.7)
Total 13 (100.0)
Table VI-4: Mothers' Coping Pattern for
Sibling Conflicts
(Respondents= 12, N= 12)
Coping N ( % )
Intervene the S ib1 inq
Ask Sibling to Give in 3 (25.0)
Blame Sibling But Teach 3 (25.0)
Siblinq the Riqht Wav
Explain to Sibling I (8.3)
Give More Attention to Sibling 1 (8.3)
3Intervene All Parties Involved (25.0)
Under the Principle of Fairnes
1 (8.3)Intervene The Child
177.7)12Total
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Table VI-5: Causes for Mothers' Perceived
Pressure from Parents-in-law
(Respondents= 10, N= 21)
Cause N ( % )
Different Attitude Towards Child
In-law Does Not Believe Child Is 6 (28.610
Handicapped
In-law Reject Child 3 (14.3)
In-law Put Blame on Mother 2 (9.5)
Difference in Disciplinary Methods
tiIn-law Is Too Indulgent (28.6)
In-law Disapprove Mother's 3 (14.3)
Method
In-law Is Too Punitive 1 (4.7)
Total 21 (100.0)
Table VI-6: Mothers' Coping Pattern for Preceived
Pressure from Parents-in-law
(Respondents= 10, N= 10)
N ( % )Coping





Table VI-7: Causes for Mothers' Perceived
Pressure from Family of Origin
(Respondents= 4, N= 4)
Cause N ( % )
Own Father Rejects 2 (50.0)
Child
Own Mother Blames Self 1 (25.0)
uwn Sibling Rejects 1 (25.0)
Child
Total 4 (100.0)
Table VI-8: Mothers' Coping Pattern for Perceived
Pressure from Family of Origin
(Respondents= 4. N= 4)
Coping N ( % )
Keep Silent 3 (75.0)
Retort to Argument 1 (25.0)
Total 4 (100.0)
283
Table VI-9-. Causes for Mothers' Perceived
Pressure from Relatives
(Respondents= 14, N= 15)
Cause N (U
Feel Inferior and Embarrassed 9 (60.0)
Feel Upset upon Enquiry 5 (33.3)
about Child
Rejection by Relatives 1 (6.7)
Total 15 (100.0)
Table VI-10: Mothers' Coping Pattern for Perceived
Pressure from Relatives
(Respondents= 14, N= 16)
Coping N ( % )
Avoid Contacts 9 (56.2)
25.0Give Superficial Replies or 4
Excuses
2Avoid Mentioning Child (12.5)
1 (6.3)Pay No Attention
(100.0)16Total
284
Table VI-11: Causes for Mothers' Perceived
Pressure on Family Outings
(Respondents= 3, N= 3)
cause
N ( % )
Self-imposed
2 (66.7)
Rejection of Others 1 (6. 3)
To to 3 (100.0)
Table VI-12: Mothers' Coping Pattern for Perceived
Pressure on Family Outings
(Respondents= 3, N= 5)
Doping N ( % )
SeeK Help from Relatives 2 (40.0)
Join Activities of Centres 2 (40.0)
and Nurseries
Select District for Outing 1 (20.0)
Total 5 (100.0)
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Table VI-13: Causes for Mothers' Additional
Family Expenses
(Respondents= 7. N= R)
Cause
N ( ¼ )
Medical Expenses 4 (50.0)
Overall Expenditure 4 (50.0)
Total 8 (100.0)
Table VI-14: Mothers' Coping Pattern for
Additional Family Expenses
(Respondents= 7, N= 9)
Coping N ( %
Cut Down Expenses 5 (55.6)
Husband/Wife Takes up Additional 2 (22.2)
Job
Seek Help from Other Resourses 2 (22.2)
Total 9 (100.0)
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Table VII-1: Child's Problems in Speed
(Respondents= 26, N= 47
Problems
N ( % )
Difficulty in Expressing 21 (44.7)
Himself
Unclear Articulation 15 (31.9)
Poor in Comprehens i i ve Power 6 (12.8)
Refusal to Speak 5 (10.6)
Total 47 (100.0)
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Table VII-2: Mothers' Coping Pattern for Child's
Speech Problems
(Respondents= 26, N= 69)
Copinq N (6)
use 5K1115 to Encourage Child to Speak
Give Examples Clues 17 (24.6)
Fulfill Child's Demand Only After 6 (8.6)
He Speaks
Ask Child to Address Other People 3 (4.3)
Correct When Child's Articulation 1 (1.5)
Is Wronq
Use Skills to Enhance Child's ComDrehension
Demand Attention from Child When 5 (7.2)
Talk to Him
Talk to Child Repeatedly 4 (5.8)
Show Things to Child When 2 (2.9)
Talk to Him
Use Simple Sentences 1 (1.5)
Use Sills to Enhance Communication
Guess Child's Guestures J (7.2)
Give Answers for Child to Choose 4 (5.8)
Pay More Attention to Child's 1 (1.5)
Daily Behaviors
Seek Help from Others
Discuss with Friends and 5 (7.2)
Professionals
Ask Other Children to Help 4 (5.8)
Seek Medical Treatment 2 (2.9)
Enquire for Speech Therapy 1 (1.5)
Stimulate Overall Speech Development
Use of Playthings 4 (5.8)
Arrange More Outings 2 (2.9)
Arrange More Contact with 1 (1.5)
Other People




Table VII-3: Mothers' Coping Pattern in Case the
Child Refuses to Follow Her Guidance
in Speech Training
(Respondents= 26, N= 26)
Coping ( % )N
1 7Give up/Do Things for Child (46.2)
4Insist on Child's Following (15.4)
Instruction
Divert Child's Attention 2
Pacify Child (7.7 (7.7)2




Table VII-4: Child's Problems of Social 5K111s





(9.4)3Child Is Rejected by Uthers
(9.4)3Child Does Not Know How to
Protect Himself
With Adults





Table VII-5: Mothers' Coping Pattern for Child's
Problems of Social Skills
(Respondents= 21, N= 39)
Coping N ( % )
Intervention on the Slot
Scold and Spank 5 (12.8)
Take No Action/ Let Child 5 (12.8)
Resolve Problem Himself
separate ana explain 3 (7.7)
Verbally Encourange Child 3 (7.7)
to Play with Others
Mother Apologies for Child's 2 C5. 1 a
Misconducts
Preventive Measures
Create Opportunities for Child 8 (20.5)
to Play with Other Children
Ask Other Children Not to 3 C7.7.
Play with Child
Let Child Stay Beside Self 3 (7.7)
Ask Elder Siblings to Help 3 (7.7)
Keep Close Watch on Child 2 (5.1)
(2.6)Remind Child Rules Before 1
Going Out




Table VII-6: Child's Learning Problems
(Respondents= 17, N= 35)
Problem N ( % )
Resist to Learning 8 (22.9)
Poor Concentration 8 (22.9)
Slow Speed in Learning 6 (17.1)
Poor in Writing 4 (11.4)
Poor in Capturing Concepts 2 (5.7)
Lack Perservance 2 (5.7)
Too Dependent 2 (5.7)
Reject Numbers 2 (5.7)
Poor Memory 1 (2.9)
Total 35 (100.0)
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Table VII-7: Mothers' Coping Pattern for
Child's Learning Problems
(Respondents= 17, N= 64)
Coping N ( % )
Use Methods to Facilitate Learninc
Physical Guidance and 7 (10.9)
Demonstration
Rewards 6 :9.3)
QUse Repeated Explanation (6.3)
and Teaching
Let Child Practice More 3 (4.7)
Prepare Necessary Stationery 1 (1.6)
Set Time for Study 17 (26.5)
Use Aids to Facilitate Learning
Playthings, Games etc. 6 (9.3)
Daily Utensils 5 (7.8)
Special Aids 1 (1.6)
Seek Help from Others
Other Family Members 8 012.5)
Professionals 4 (6. 3)




Table VII-8: Mothers' Coping Pattern in Case the
Child Refuses to Follow Her Guidance
in Learning
(Respondents= 17, N= 17)
Coping N ( % )
Use Coercive Measures 9 (52.9)
Give in 5 (29.4)
Set Limitations 3 (17.7)
Total 17 (100.0)
Table VII-9: Mothers' Worry over Child's
Health Problems
(Respondents= 17, N= 23)
Worry N ( % )
Child Has Been in Weak Health 16 (69.6)
Since Birth
Heavy meaical ixpenses 4 (17.4)
Drugs Have Side Effect on 2 (8.7)
Child's Behaviors




Table VII-10: Mothers' Coping Pattern for Child's
Health Problems
(Respondents= 17, N= 38)
Coping N ( % )
Seek Treatment
Attend Clinic 13 (34.2)
Seek Chinese Medicine 4 (10.5)
Seek Superstitious Treatment 1 (2.6)
Preventive Measures
Pay Attention to Child's 13 (34.2)
Food
Fay Attention to Child's (1L_9)5
Clothing and Bathing





Table VII-11: Child's Problem of Obstinacy
(Respondents= 14, N= 16)
Problem N ( % )
Child is Too Wilful 10 (62.5)
Child Only Follows Routines 6 (37.5)
Total 16 (100.0)
Table VII-12: Mothers' Coping Pattern to Child's
Problem of Obstinacy









Table VII-13: Child's Problem of Self Care
(Respondents= 11. N= 1R)











Table VII-14: Mothers' Coping Pattern For Child's
Problems of Self Care
(Respondents= 11, N= 12)
Coping N C° e.
Give in 9 (75.0)
Train up Child 2 (16.7)
Discuss with Professionals 1 (8. 3)
1'Total (100.0)
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Table V1115: Child's Problem in Ill Temper
(Respondents= 10, N= 10)
Problem N ( % )
Frustration of Wants 7 (70.0)
Difficulty in Expressing Self 2 (20.0)
Sudden Emotional Upset with i (10.0)
No Preciditatina Causes
Total 10 (100.0)
Table VII-16: Mothers' Coping Pattern For
Child's Ill Temper
(Respondents= 10, N= 33)
Coping N ( % )
Direct Intervention
Use Coers i ve Measures 8 (24. 3
Pay No Attention 6 (18.2)
Divert Attention 5 (15.2)
Give in to Child's Demands 4 (12.1)
Use Demonstration, Explanatior. 4 (12.1)
Stop and Take Child Away 3 (9.1)
Find out the Reasons 1 (3.0)
i (3.0)Discuss With Professionalc.
and Other Parents
1Put away Valuable Things (3.0)
Total 33 (100.0
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Table VII17: Types Of Child's Unusual Behaviors
(Respondents= 8, N= 10)
Type Of Behavior N ( % )
Emotional Upset and Fear 3 (30.0)
Sucking Thumbs 2 (20.0)
Screaming 2 (20.0)
Bite Glass 1 (10.0)
Murmur to Himself, Weaving 1 (10.0)
Head and Hands Aimlessly
Blush the Toilet Incessantly 1 (10.0)
Total 10 (100.0)
Table VII-18: Mothers' Coping Pattern For Child's
Unusual Behaviors
(Respondents= 8, N= 13)
Coping N ( % )
Immediate Intervention- - - - - - - - - - - - - - - - - - - -
Physically or Verbally Stop 2 (15.4)
the Behavior
Use Threat, Tease 2 (15.4)
or Spanking
Divert Attention 1 (7.7)
Yre vent i ve Measure- - - - - - - - - - - - - - - -
Avoid the Stimulus 4 (30.7)
(15.4)Seek Medical Advice 2
and Treatment





Table IX-1: Types of Services Requested by
the Mothers
(Respondents= 30, N= 54)
types of Service N ( % )
More School Places Mainly 15 (27.8)
in Regular Schools
Parent Training 11 (20.3
Information on Facilities 9 (16.7)
and Services
More Training Facilities for 7 (12.9)
the Children
More Working Opportunities 4 (7.4)
for the Handicanced
Services for the Family and 3 (5.6)
Personal Problems of Mothers
Tangible Services i.e. Financial 3 (5.6)
Assistance and Housing Assistance
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